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Taking care of you and your family is our top priority. However, when talking about finances, we need to avoid any chance of 
misunderstanding by being clear with all fees, financial op�ons, and how you have chosen to handle your financial 
responsibili�es. The result of this form is a financial agreement that we ask you to sign and an official representa�ve to sign so 
that we can both count on clarity in this important mater. 
 
At the onset of your treatment, we will provide you with an es�mate of the total fees expected. Please note that this is an 
es�mate only. Treatment may change for a variety of unforeseen reasons. When es�ma�ng insurance payments or coverage, we 
must also stress the word es�mate, as insurance companies con�nue to surprise us at �mes. If the insurance company pays 
more than expected, you will receive a refund. If they pay less than expected or deny the expected benefit, you will receive a 
balance due on your statement. If your insurance denies your eligibility a�er the fact, the balance becomes your responsibility. 
We request the balance due within 30 days of the receipt of your statement. You can request a pre-authoriza�on before 
beginning the treatment. 
 

PAYMENT OPTIONS 
 ☐ PLAN A: INSURANCE COVERAGE 

Our goal is to do whatever it takes to help you maximize your insurance benefits, and as a courtesy, we are happy to bill 
your dental insurance for services. Please remember that the contract for your insurance coverage is between you, your 
employer, and your insurance carrier, and your es�mated por�on is due in full the day of treatment, or you may choose 
Plan B for your es�mated pa�ent por�on. 

 

☐ PLAN B: PRE-PAID PAYMENTS 
For our pa�ents who want to make monthly payments, we offer the op�on to “pay ahead” and to make pre-payments 
toward services. A member of our business office team will gladly assist you with the applica�on process. 

 

 ☐ PLAN C: SELF PAY 
We accept cash, check*, Debit Card, Discover, Master Card or Visa 

 

INITIAL BELOW 
 I understand that a $35 service fee will be added for any checks returned for any reason and I will be responsible for 

payment of this fee and the amount of the returned check. Non-sufficient fund checks must be redeemed with cer�fied 
funds (cashier’s check, money order or cash) 

 

 I understand that I have un�l two business days before my appointment to cancel or reschedule. If I do not show-up for 
my appointment or cancelled late, a $50 per hour (scheduled appointment �me) late cancella�on or no-show fee may 
be charged to my account. 

 

 I have chosen the above op�on and accept full financial responsibility for this account. I understand that any insurance 
es�mate given to me by this office is not a guarantee of actual insurance payment or coverage. I also understand that I 
am ul�mately responsible for all charges incurred for den�stry performed upon my dependents in this dental office. 
Any insurance claim not paid in full a�er 60 days from the date of service will become my responsibility to pay at that 
�me 

 

Name of Dependents:  

  
 

   

Pa�ent/Guardian Signature  Date 
   

Financial Coordinator Signature  Date 
 


