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Financial   Agreement 

 

 For the convenience of our patients, we accept cash, personal checks and any major credit/debit cards. We also 
offer financing through Care Credit, a credit card company usable only for dental services with no interest for the first 90 
days on procedures costing more than $300.  This service is pending on approval by the credit card company. 

 Payment is due at the time of treatment.  For crowns, bridges, veneers and removable prostheses 50% of 
payment is due on the day that the teeth are prepared, and the other 50% on the day that the work is finished. 

Patients are responsible for fees not paid by their insurance company. 

 In the event of an emergency, if the patient cannot make it for the scheduled appointment, we kindly ask them 
to give us at least a 24 hours notice so that we may be able to schedule other patients.  Due to the high costs of 
practicing dentistry, a charge of $ 60 per hour of missed appointment will be assessed for patients who do not show up 
for their appointment.  Patients who are more than 15 minutes late might not be treated that day.  As much as we 
regret it, patients who are habitually late or miss their appointments will no longer be treated in this clinic.   

We wish you the best of your dental experiences as we work together on taking care of one of your most 
valuable assets – YOUR SMILE. 

A side note for all parents who desire to leave their children in the Kid’s playroom while the parents undergo 
dental treatment: 

The office policy is that children should be accompanied at all times by an adult while playing in the Kid’s 
playroom and the parent should make arrangements for that. 

Parents agree that the use of the Kid’s playroom is at their own risk and our office is not liable for anything that 
may happen to a child while playing in the Kid’s playroom. 
 

 By signing below I state that I read, understood and agree with the aforementioned statements. 

  

Patient’s Signature___________________________________ Date __________________  

 

 

Note: Please note that in case of a common cold, sore throat, flu, persistent cough or cold sores (fever blisters, herpes 
eruption), we kindly ask our patients to call us in advance to reschedule the appointment, as treatment will not be 
performed under such conditions, in order to protect other patients and our staff.  Thank you for your understanding. 


