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Payment Policy 

1.  In general, payment is due as services are rendered.  We accept MasterCard, Visa, and Discover credit cards for your 

convenience. 

2. Your appointment is reserved specifically for you.  If you are unable to keep your appointment, we ask that you give us 

notice to two business days.  Failure to give notice will result in a broken appointment fee. 

3. We will accept insurance on assignment, but you must satisfy your deductible and pay the percentage of your 

responsibility as treatment is rendered.  (E.g.  If your insurance pays 80% of your care, you will be required to pay 20% 

on each office visit.)  Your estimated portion is due at time of service and you will only be billed if there is any additional 

difference that was not considered. 

4. You are required to sign an “Authorization To Pay Dentist/Physician” form and any other assignment documents 

required by your insurance company on your first visit.  If your company requires their particular form to be filled out, 

you will need to bring that form with you each visit.  Without the required form we cannot file for payment and you will 

be asked to pay for that days visit. 

5. Our office does NOT guarantee that your insurance company will pay.  If your insurance company fails to pay your claim 

within 60 days, you will be billed directly for any applicable amounts. 

6. Our office will NOT enter into a dispute with your insurance company over your claim.  This is your responsibility and 

obligation.  However, we will provide whatever support documents and narratives that may be needed to assist you in 

obtaining your rightful benefits. 

7. Since by taking your insurance on assignment we have to wait for payment, this courtesy may be withdrawn if 

circumstances warrant it. 

8. Verification of benefits is required.  If we are unable to do so, you will be responsible for payment in full at the time 

services are rendered. 

9. You will be responsible for a 35% “collection fee” if you chose not to pay your balance and are sent to collections. 

 

If you have any questions concerning our office policy, please feel free to ask. 

 

Authorization and Release 

I certify that I have read and understand the above information to the best of my knowledge.  I authorize the dentist to 

release any information including the diagnosis and the records of any treatment or examination rendered to me or my 

child during the period of such dental care to third party payers and /or health practitioners.  I authorize and request my 

insurance company to pay directly to the dentist or dental group insurance benefits otherwise payable to me.  I 

understand that my dental insurance carrier may pay less than the actual bill for services.  I agree to be responsible for 

payment of all services rendered on my behalf or my dependents.  I have received a copy of the HIPPA Privacy Act. 

 

 

 

 

______________________________________________________  ________________________  

Signature (Parent or Guardian, if minor)     Date 


