
 

 

FINANCIAL POLICY 

 

 

Thank you for choosing our dental practice. Our primary mission is to deliver the most comprehensive 

dental care available. An important part of this mission is making the cost of  

optimal care as easy and manageable for our patients as possible. We therefore offer several payment 

options.  

 

You can choose from: 

 

Cash, Check, Visa, MasterCard, Discover Card, or Care Credit  

We offer a 5% courtesy adjustment to senior citizens 65 years or older who pay by cash 

or check at the time of service. (This does not include any laboratory services.)  

 

No Interest Payment Plans through Care Credit for up to 12 months 

Allows you to pay overtime with no Interest, no annual fees or pre-payment penalties  

 

Dental Insurance 

For patients with dental insurance, we are happy to work with your carrier to maximize your 

benefits and directly bill them for reimbursement for your treatment. We will make every effort to 

work with your benefit plan, BUT not all services are covered benefits of all insurance plans. The 

patient/responsible party maintains the responsibility of verification of benefit coverage and 

payment on all charges. 

 

If, payment on your balance is not remitted within 60 days, a service fee will be added to  

your balance.  

 

We charge a $25.00 fee for returned checks.  

 

We reserve the right to charge $50.00 for patients who do not show for their appointment.  

 

PAYMENT AGREEMENT  

 

Patients with insurance are expected to pay any remaining balance that is due after the insurance company 

payment is processed. If payment is not received from the insurance company after 45 days, the patient fs 

held responsible for the payment in full.  

 

We encourage you to communicate to communicate with our staff about any temporary financial 

problems that may affect timely payment so we can assist you in the management of your account. 

 

Responsible Party Signature:  __________________________________________________________  

 

Please Print Name:   __________________________________________________________ 

 

 

Date: __________________ 

 

 


