              Financial and Appointment Agreement

In an effort to focus our efforts on your care and to keep our operational costs in control, we have established the following to best serve you.
Treatment Recommendations discussed with Dr. ___________________ in the amount of: $_____________
· Restorations/Crowns/Implants/Bridges
· Periodontal Treatment
· Endodontic Treatment
· Extractions
· Dentures/Partials
· Invisalign
· Esthetic (cosmetic)
Financial Options (Please check the option that you will utilize.)
· Cash, Check, MasterCard, or Visa at each visit.
· Dental Insurance: In order to prevent any misunderstanding about dental insurance, we wish to point out that: Your insurance coverage is a contract between you and your insurance company to help you meet dental expenses.  It is not possible for us to provide services on the basis that your insurance will pay all charges because plans vary so greatly. Your insurance company may or may not cover any or all of your charges. Our fees are considered usual and customary, but the insurance company may deny payment based on any number of reasons.
I understand that dental insurance:
· Does not pay for all of my fees and I alone am responsible,
· It will have limitations on the procedures, No or limited coverage.
· It will have imitations on the amount of my coverage. Typically between $700- $1500 calendar year.
· It is likely that the insurance company will downgrade resin to silver/mercury restorations and/or crowns and will reimburse me at a much decreased dollar amount.
· Financing through Care Credit (Please ask for application)
I understand that I am ultimately responsible for payment of all services rendered by Dr.________      .
I understand that accounts more than 30 days from treatment date will accrue interest of 1.5% per month or 18% per annum.
All major treatment involving a laboratory procedure will require an appropriate down payment (reservation fee) $_____________________________
In the event of default and referral to an outside agency for collection, I agree to pay all costs of collection including attorney's fees.
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Appointment Reservation


When you schedule an appointment, we reserve a specific time for you. If you fail to show for your appointment or cancel with short notice, we cannot offer that time to another patient. This adds considerable delay to the completion of your care, and it has a significant impact on our cost to deliver your care.
If you have to reschedule an appointment, please notify our office as early as possible. A courtesy 48-hour advance notice will give us time to offer your time to another. If leaving voice mail, please take into consideration we only answer it during our normal business hours. You may email us directly at ______    .
A broken appointment or late cancellation fee of $50.00 may be charged with less than 48 hours notice. 	 (initials)
