
WWAATTTTEERRSSOONN  FFAAMMIILLYY  DDEENNTTIISSTTRRYY  

FFIINNAANNCCIIAALL  AALLLLIIAANNCCEE  

 

MMIISSSSIIOONN  

Focusing on relationships, we will serve with excellence those who choose our care by promoting and 
providing optimal oral health. 
 

PPAAYYMMEENNTT  OOPPTTIIOONNSS  

We want the handling of your account to be an extension of the professional care we provide you and 
your family.  In order to eliminate surprises and help meet your needs, we are dedicated to offering 
customized financial plans.  Communication is important, and therefore, one of our team members will 
review with you your treatment, its costs, and payment options prior to reserving an appointment time.  
This will allow you the ability to select the treatment to be scheduled, as well as your preferred method 
of payment.   

Full payment is due at the time of service. 
We accept Cash, Check, Visa, MasterCard, Discover, and American Express 

Access to extended payment plans available with credit approval 

  

IINNSSUURRAANNCCEE  

As a service to you, we will electronically file all necessary documents with your insurance company the 
1st business day after your appointment.   
 
As part of the financial arrangement process, we will do our best to estimate the co-payment for your 
dental treatment.  However, it is difficult to predict with accuracy the coverage your insurance company 
will provide. Pre-Determinations from insurance companies are helpful but not a guarantee for payment.  
Ultimately, the cost of treatment is your responsibility. 
 
In the event your insurance does not pay their portion after 45 days, the claim will be cleared.  A 
statement will then be mailed to you, with the balance being due upon receipt.  Should your account 
become 60 days past due, your future statements will be accompanied by a $10.00 billing charge.    
 

CCOOMMMMIITTMMEENNTT  

Our office is dedicated to providing exceptional overall care.  We appreciate your cooperation.  
I have read the Financial Alliance.  I understand, accept and agree with the Financial Alliance. 
 
 
 
________________________________________________  ______________________________ 
Patient Signature       Date 
 
 
  


