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Office Financial Policy 
Thank you for choosing us as your dental health care provider. We believe that all patients 

deserve the very best dental care we can provide. We also believe that everyone benefits when 

specific financial arrangements are agreed upon. Please understand that payment of your bill is 

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

we require that you read and sign prior to any treatment. All patients must complete our 

information and insurance forms before seeing the doctor. 
 

FULL PAYMENT IS DUE AT TIME OF SERVICE. WE ACCEPT CASH, 

CHECKS AND ALL MAJOR CREDIT CARDS. WE ALSO OFFER           

CARE CREDIT WHICH IS AN EXTENDED PAYEMENT PLAN WITH 

PRIOR CREDIT APPROVAL. 
 

SELF PAY ACCOUNT 
Account balance is due in full at the time of service unless other payment arrangements have been made 

 a 5% discount will be allowed on charges over $200.00 if paid at the time of service and paid by cash or check. 
 

INSURANCE 
We request that any co-payments, deductibles, and any services not covered by your insurance plan be paid at the 

time of service is provided. The balance is your responsibility whether your insurance pays or not. We cannot bill 

insurance unless you bring in all insurance information at your initial visit. Your insurance policy is a contract 

between you and your insurance company. We are not a party to that contract. If your insurance company has not 

paid your account in full within 45 days, the balance will be automatically transferred to your account. Please be 

aware some and possibly all of the services provided may be non-covered services and not considered reasonable, 

usual, and customary under the terms of your dental and/or medical policy.  
 

LEGAL 
In the event an account is turned over for collection, the responsible person for the account agrees to pay the 

attorney’s fees, court costs, any other 3rd party fees. Accounts over 30 days may be charged 10% per annum interest 

on the unpaid balance unless insurance is pending. 
 

CANCELLATION POLICY 

To make sure that every patient gets individual attention, we set aside dedicated time for each appointment. If you 

find it necessary to cancel an appointment, we require that you provide our office with 24 hour notice. If appropriate 

notice is not given, you may be charged a fee of $50.00 for each appointment that is missed or canceled without a 24 

hour notice. 
 

I have read and agree to the above stated payment policies. I understand that I am financially responsible for all charges 

whether or not paid by insurance. 
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