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FINANCIAL AGREEMENT 

Our credit policies have been established to ensure that the best services can be provided to you and your 
family without any misunderstandings regarding your account. 
Our professional services are rendered to patients, thus patients are responsible for charges for treatments 
rendered.  We are unable to provide services on the assumption that the charges will be paid by the 
insurance company.  The insurance company is responsible to the insured patient.  With or without insurance 
coverage, patients are responsible for full payment of the total bill, unless prior arrangements have been 
made.   

 Payments are due and payable as services are rendered.    

 The following methods of payment are accepted:  Cash, Checks, Visa, MasterCard, Discover, Amex 
and CareCredit. 

 Insurance assignment and management: 
o Patients must provide our office with accurate/current insurance billing information at the time 

of their appointment, or they are responsible for payment in full. 
o Insurance benefits are a contract between the patient and his/her employer. 
o The coverage a patient will receive depends upon the quality of the plan purchased by his/her 

employer, not the fees of the doctor.  
o Patients are responsible for paying their deductible and their portion at the time of service.  

Patients are also responsible for paying all charges not covered by their insurance plans including 
all fees considered above their insurance policy’s usual and customary fee schedule.   

o The office will submit a claim up to two times per appointment.  Further insurance appeal 
becomes to patient’s responsibility.   

o As an office courtesy, we will accept assignment for the primary insurance coverage.  We will 
also submit to secondary insurance as a courtesy once per date of service.  It is the patient’s 
responsibility if a balance remains after 30 days from original submit date to secondary 
insurance. 

 Patients are responsible for balance in full after 60 days even if their insurance company has not 
paid.  Further insurance appeal becomes the patient’s responsibility.  

 The practice cannot carry balances longer than 90 days.  Patients will be informed that their accounts 
are delinquent before any collection efforts are made. 

 Treatments such as Root Canal Therapy, Crown(s), Denture(s) and other cosmetic procedures such as 
Whitening require a deposit before treatment is started.  The deposit amount must be no less than 
1/2 of the total cost.  The remaining balance must be paid in full before the final insert and 
completion of treatment.   

 A service charge of $30.00 will be assessed to your account for any checks returned by your financial 
institution. 

 Broken and Missed Appointments:  We reserve time specifically for you in order to meet all of your 
dental concerns and needs, so we ask for at least 48 hours’ notice, if possible, for any cancellation 
and/or rescheduling of an appointment. 

I have read and accepted the above Financial Agreement.  I understand it, and agree to all payment terms 
regarding my account. 
 

_____________________________________________________________   _______________________ 

Patient/Parent/Guardian Signature      Date 


