
 

 

 

 

Financial Policy 
 
Thank you for choosing our office for your dental needs.  We realize that every person’s financial situation is 

different.  For this reason, we have worked hard to provide a variety of payment options to help you receive the 

dental care you need and deserve that allows you to enjoy a healthy, beautiful smile with respect to your budget.  

Dental treatment is an excellent investment in an individual’s medical and psychological care.  We are always 

available to answer your questions or assist you in any way we can. 

 

Agreement to Pay for Treatment 

 
The patient and responsible party listed below hereby agree to pay all charges submitted by the office during the 

course of treatment for the patient.  If the patient has insurance coverage with a managed care organization with 

whom this office has contractual agreement, the patient and/or responsible party agree to pay all applicable co-

payments and deductibles (please review our financial policy below) which arise during the course of treatment 

for the patient.  The patient and/or responsible party also agree to pay for the treatment rendered even if the 

treatment is not considered to be a covered service by a third party insurance or payors. 

 

I (patient and/or responsible party) realize that the failure to keep this account current may result in my being 

unable to receive additional services except for emergencies or when there is a prepayment for additional 

services.  In the case of default on payment of this account, I (patient and/or responsible party) agree to pay 

collection incurred in attempting to collect on this amount or any future outstanding balances. 

 

Financial Policy 

 
Payment is due on the day services are rendered, unless prior financial arrangements have been made with our 

office manager. 

 

We will submit your dental insurance at no extra charge to you, and we expect you to pay your portion of the 

bill on the day of service.  If insurance reimbursement is not received at our office or your claim is denied, you 

will be billed the balance due.  All accounts over 60 days will incur a 1.5% monthly service charge.  Checks 

returned unpaid will be charged a $25.00 returned check fee plus court costs if necessary. 

 

My method of payment will be:  Cash ___   Check ___   Credit Card ___ 

  
Broken appointments: This time that has been reserved especially for you and we strongly encourage all 

patients to keep their appointments.  If you must change your appointment, we require at least 24 hours notice 

to avoid a $35 cancellation fee minimum. 

 
 
 
 
 

         PATIENT SIGNATURE (or parent/guardian, if minor)    DATE 


