




 
 
 

Insurance/Financial Policy 
 
Our fees are usual and customary for quality dental in this area.  Insurance 
companies use different fee schedules, which may vary greatly.  Please 
remember that your insurance policy is a contract between you and 
your insurance company.  The ultimate responsibility of payment for services 
rendered is yours.  Payment is due at the time of your visit.  We accept 
cash, checks, and credit cards (Visa, MasterCard, Discover, American Express). 
 

 We are not on any preferred provider listings so we are Out of Network 
 

 Payments for all procedures are due in full at the time of service.  
Although we are willing to complete insurance forms and submit a claim 
on your behalf, we do not accept responsibility for the outcome of the 
transaction. 

 
 We do not file Medical Insurance but we will be happy to provide 
necessary medical codes. 

 
 The parent or guardian who brings the child for their initial visit is 
responsible for payment independent of what a divorce decree may state.  
Reimbursement must be made between the divorced parents, as we will 
not intervene. 

 
 There will be a $30.00 service charge for all returned checks. 

 
*I have read and fully understand the above policy. 
 
 
*I realize that I am financially responsible for all charges whether they are 
covered by my insurance or not. 

 
 

Signature     Date   Name Printed 
 



 
 

Please note:  If you do not have your DENTAL insurance card 
with you (exception Metlife) at the time of your appointment, we 
will be unable to file your insurance.  You will receive a doctor’s 
walkout statement that you can file. 
 

Dental Insurance Information 
 
 

Policy Holder’s Name:  ________________________________ 
 
Policy Holder’s ID____________ or SSN:__________________ 
 
Policy Holder’s DOB:__________________________________ 
 
Policy Holder’s Employer:______________________________ 
 
Insurance Company Name:_____________________________ 
 
Claims Mailing Address: 
 
P. O. Box or Street # __________________________________ 
 
City, State, Zip Code:___________________________________ 
 
Group #___________________  Phone:  ___________________ 
 
Payor ID #____________________ 
 
 
Signature       Date 
 
We do not file Medical insurance but will be happy to provide you with 
necessary codes needed to file your claim. 

 
 




