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                                       FINANCIAL POLICY

Our practice is based on simple truth that if we satisfy & delight our patients they achieve the dental results they want and be more likely to tell others about their dental experience.  Dentistry is not an exact science and that therefore reputable practitioners cannot properly guarantee perfect results.
The Dentist that you are seeing has adopted the following Financial Policy so that we can keep our costs down and still provide high quality dental care to you the patient.
* As a courtesy to our patients, we will call your insurance company to verify benefits. Ultimately, the patient is responsible for payment of all services provided by this        Office. We will not be liable for any misinformation provided by the insurance company, and we recommend that the patient personally contact their insurance carrier if they should have any questions regarding their benefits.

* Payment for Services: Payment is due at the time of services. Cash, Check or Credit Card will be collected at the time of service.
* Secondary Insurance claims will be filed as a courtesy.

* A 50% deposit is required from those patients with dental insurance. Any balance owing after your insurance has paid will be billed to you. After 60 days, the accounts with no payment activity are subject to additional collection fees and interest charges of 1.5% per month or 18% per year will be assessed.  If the account turns into collection, you will be responsible for any legal fees. 

 * Return checks are subject to a $40.00 fee and any bank charges. The charges for rendered services and the return fee must be paid with cash or money order.  Checks not immediately paid are subject to collection and interest fees.

*It is Office Policy that unless there is a 24 Hour Notice prior to cancellation of your appointment, a $50.00 charge will be made.

My signature below certifies that I have read and understand the terms of the Financial Policy and the 24-hour cancellation policy listed above.  I understand I am responsible for all costs of the dental treatment regardless of insurance.

_____________________________________     _______       ______________________

Signature of Patient (or guardian if minor)         Date            Print Name of Patient

