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Thank	you	for	choosing	us	as	your	dental	care	provider.	We	are	committed	to	your	treatment	being	successful.	Please	understand	
that	payment	of	your	bill	is	considered	part	of	your	treatment.	The	following	is	a	statement	of	our	financial	policy	which	we	require	
that	you	read	and	sign	prior	to	treatment.	
	
GENERAL:	
Understand	that	regardless	of	any	insurance	status,	you	are	responsible	for	the	balance	due	on	your	account.		You	are	responsible	
for	any	and	all	professional	services	rendered.		
	
MISSED	APPOINTMENTS	(S)	CANCELLATIONS:	
In	order	to	provide	the	best	services	to	our	patients,	we	request	a	48	hour	notice	for	cancellations	or	for	re-scheduling	your	
appointments.	We	understand	that	unforeseen	circumstances	may	arise,	which	may	result	in	canceling	or	missing	your	
appointment.	A	charge	may	be	assessed	for	multiple	missed,	short	notice	or	cancelled	appointments.	Multiple	failed	appointments	
may	result	in	being	dismissed	from	the	dental	practice.	
	
INSURANCE:		

• As	a	courtesy	to	you,	we	will	help	you	process	all	of	your	dental	insurance	claims.	Please	understand	that	we	will	provide	an	
insurance	estimate	to	you;	however,	it	is	not	a	guarantee	that	your	insurance	will	pay	exactly	as	estimated.	Insurance	
coverage	is	subject	to	limitations,	exclusions,	waiting	periods,	frequency,	age	restrictions,	deductibles	and	maximums	which	
are	your	responsibility.	Please	contact	your	insurance	company	for	a	detail	of	your	benefits.	Your	insurance	company	and	
your	plan	benefits	ultimately	determine	the	amount	paid.	We	will	do	all	we	can	to	ensure	your	estimate	is	as	accurate	as	
possible.	Your	estimated	insurance	benefit	may	differ	due	to	a	number	of	reasons,	specifically	related	to	your	plan.		

• All	charges	you	incur	are	your	responsibility,	regardless	of	your	insurance	coverage.	We	must	emphasize	that	as	your	dental	
care	provider,	our	relationship	is	with	you,	our	patient,	not	with	your	insurance	company.	Your	insurance	policy	is	a	
contract	between	you	and	your	insurance	company.	Our	office	is	not	a	party	to	that	contract.		

• 	Our	practice	is	committed	to	providing	the	best	treatment	for	our	patients.			
• We	ask	that	you	pay	the	deductible,	co-payment	and	co-insurance,	which	is	the	estimated	amount	not	covered	by	your	

insurance	company,	by	cash,	check,	MasterCard,	Visa,	Discover	and	American	Express	at	time	of	service.		
• Insurance	payments	are	ordinarily	received	within	30	days	from	the	time	of	filing	a	claim.	If	your	insurance	company	has	not	

made	payment	within	30	days,	we	will	ask	that	you	contact	your	insurance	company	to	make	sure	payment	is	expected.	If	
payment	is	not	received	or	your	claim	is	denied,	you	will	be	responsible	for	paying	the	full	amount	at	that	time.			

	
PAYMENT:	
Full	Payment	is	due	at	the	time	of	service.	If	insurance	benefits	apply,	Estimated	Patient’s	Co-Payments	and	Deductibles	are	due	at	
the	time	of	service.	
*Unpaid	balances	over	30	days	may	be	subject	to	a	monthly	finance	charge	of	1.5%	(APR	18%).	If	payment	is	delinquent,	the	patient	
will	be	responsible	for	payment	of	collection,	attorney’s	fees,	and	court	cost	associated	with	the	recovery	of	monies	due	on	the	
account.	
	
I	have	read,	understand	and	agree	to	the	terms	and	conditions	of	this	Financial	Agreement.	
	
	
	
Patient	/Parent	name	printed:	________________________________________________	
	
Patient	/Parent	Signature:	_____________________________________			Date:	_______________________	


