
We appreciate your confidence in selecting our practice for your dental care. If you have any questions about our 
services, fees or other aspects of your care with us, please feel free to discuss them with us. 
This document is legally binding, so please read the following carefully and initial where specified and sign 
bottom of this sheet to indicate that you have read it, understand it, and accept its terms. 
 

1.)_____Payment is Due at Time of Service.(PATIENTS WITH MEDICAID INSURANCE).  
For patients covered by State insurance (Medicaid), Limited Medicaid covers preventative, 
diagnostic, dentures and anesthetic services in full with a $3.00 copay.  Any other treatment has a 
maximum amount paid of $1125 annually.  You have a choice of doing additional treatment at your 
own expense.  

     2.)_____Patients are responsible for any co-insurance payments, deductibles and other amounts not  

                                   covered by insurance. All co-insurance payments and deductibles are due at the time of service. 
                                   We accept cash, credit card, money orders, cashier checks and personal checks.  There is a $30.00 
                                   charge for any check returned unpaid to us from the bank in addition to the amount of the check 

     2.)_____ Payment is Due at Time of Service. (PATIENTS WITH OTHER OR NO INSURANCE.)  
                We do expect full payment at the time of service. For patients covered by 

Insurance. We bill the insurance company directly for all covered services. Patients are responsible 
for any co-insurance payments, deductibles and other amounts not covered by insurance. All co-
insurance payments and deductibles are due at the time of service. We accept cash, credit card, 
money orders, cashier checks and personal checks.  There is a $30.00 charge for any check 
returned unpaid to us from the bank in addition to the amount of the check.  For patients who have 
no insurance, payment is to be made in full at the time services are rendered. 

3.)_____ Non-Covered Services. 
If for any reason a service provided to you is not covered by your insurance carrier, it will be your 
financial responsibility to pay for the service. 

4.)_____ Changes to Your Information. 
Please make sure that you update the staff with any changes in your employment, insurances, 

Medical, and contact information prior to receiving any service. 
5.)_____ Past Due Accounts.  

Balances older than 30 days past due will be charged 10% per annum interest. 

6.)_____ Outside Collections Accounts. 
If your account is referred to an outside company for collection, you agree to pay:  a) our costs of 
collection; b) the total amount of the bill being referred; and c) a collection cost recovery fee (“CCR 
Fee”) equal to 50% of the total amount of the bill being referred. The CCR Fee shall be applied to 
recover the commission costs payable to any outside company for collection. 

7.)_____ Confirming appointments. 
You are required to verbally confirm each of your scheduled appointments.  We agree to call you up 
to 48 hours before your appointment. 

8.)_____ No Show Appointments 
For any appointments that you fail to attend or fail for notify us within 48 hours of your appointment 

time that you will not be attending, you agree to have a $45.00 fee assessed to your account. 

      9.)_____ We have the right to refuse service to anyone as well as dismiss them from our office. 
 
 
 
Our staff is happy to provide you with reasonable assistance in dealing with your insurance company or any other assistance you 
may require.  Please note, however, that your participation in your insurance plan requires you to understand and abide by the 
terms governing your insurance plan. I authorize the release of any medical or other information reasonably necessary to process 
my insurance claims. 
 
 

____________________________________________________________________                                            
(Patient or Legal Guardian Signature)                                                             (Date) 
 
 
__________________________________________________________________________________ 
(Print Name) 

 


