
FINANCIAL POLICY
Payment is due at the time services is rendered unless prior arrangements have been made with �nancial 
coordinator. We o�er a full range of payment options that are listed below to help make quality dental 
care a�ordable. 

I have read the Financial Policy. I understand and agree to this Financial Policy.

FINANCING
We o�er dental care �nancing throught Care Credit. Zero interest and low interest rates are available.

INSURANCE
Your insurance policy is a contract between you and your insurance company. Please be aware that some, 
and perhaps all, of the services provided may be non-covered services and may not be considered 
reasonable and customary under the terms of your insurance policy. You are responsible for payment 
regardless of any insurance company’s arbitrary determination od usual and customary rates. 

Your complete insurance information must be presented at the time services are provided. 
Insurance claims cannot be backdated.

All insurance co-pays and deductibles must be paid at the time of service.

CANCELLATION POLICY
I understand that I must give at least 48 hours notice prior to the cancellation of the appointment. I will be 
responsible for keeping my appointment even if the o�ce is unable to contact me. 

RETURN CHECK FEE
Checks returned to our o�ce from your �nancial institution will be subject to a $30.00 return check fee. 
The fee covers the processing fees that are charged to our o�ce.

1. Cash/Check
2. Credit Card (Visa, MasterCard, Discover, American Express)
3. CareCredit

PATIENT NAME

SIGNATURE DATE
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