
 

 

Thank you for choosing us as your dental care provider. We are fully committed to the successful 

conclusion of your prescribed dental treatment. Please understand that payment for services rendered is 

considered an integral part of your treatment. The following is a statement of our Financial Policy which 

should be read carefully by you and signed prior to any treatment.  

FULL PAYMENT IS DUE AT TIME OF SERVICE  

WE ACCEPT CASH, CHECK, VISA, MASTERCARD, AMERICAN EXPRESS AND DISCOVER 

CARDS  

WE OFFER AN EXTENDED CREDIT PLAN WITH PRIOR CREDIT APPROVAL (for 

some procedures)  

Regarding Insurance:  

We will verify your insurance coverage upon your arrival in our office. If we are unable to obtain 

verification of benefits while you are with us, you may be required to pay in full for that visit. It should be 

recognized that any balance is your responsibility whether your insurance company pays or not. Your 

insurance policy is a contract between you and your insurance company; we are not a party to that contract. 

In the event we do accept assignment of benefits, we require that you provide a credit card with 

authorization to bill that account for the balance. Please be aware that some, and perhaps all, of the services 

provided may be non-covered services and not considered reasonable and necessary under your insurance 

program.  

Usual and Customary Rates:  

Our practice is committed to providing the best treatment for all our patients and we charge what is usual 

and customary for this community. You are responsible for payment regardless of any insurance 

company's determination of usual and customary rates. 

Missed Appointments:  

Unless canceled at least 24 hours in advance, our policy is to charge a fee of $50 00 for missed 

appointments. Please help us serve you better by keeping scheduled appointments.  

Thank you for understanding our Financial Policy. Please let us know if you have any questions or 

concerns.  

I have fully read, understand and hereby agree to this financial policy. 

  

 x ______________________________ date  ___________________ _  

Signature  

 


