
 

 

  FIRST IMPRESSIONS DENTAL OFFICE POLICY 
Welcome to our practice!  We look forward to caring for your dental health, and we will make every 

effort to see that your dental experience is as comfortable as possible. 

We will strive to give each patient the utmost in dental care by constantly updating our knowledge and 

methodology.  Before treatment is undertaken, we consult with our patients so there is full understanding of 

the need, procedures, and possible consequences if the necessary treatment is not completed.  If at any time 

you have a question about your treatment or service, please discuss it with us promptly and openly. This level 

of communication will allow us to provide quality service to all of our valued patients.  
 

Payment: Please understand that payment for service is an important part of the provider- patient 

relationship. If you do not have insurance, or we are unable to verify your benefit eligibility under your plan, 

payment is due in full at the time of service. For any patient who has insurance, all deductibles and co-

payments will be collected at the time of service. We make payment convenient as possible by accepting 

(cash, check, Visa, MasterCard, Discover, American Express and Care Credit.) A $35 service fee will be 

charged for all returned checks. In the event the check is not paid within 14 days, we will forward all 

information to the prosecuting attorney’s office.  

 

Insurance: Insurance is a contract between you and your insurance carrier. We will, as a courtesy, bill your 

insurance and help you receive the maximum allowable benefit under your policy. It is your responsibility 

to provide all necessary information regarding your plan and to notify our office of any information 

changes when they occur. Although we may estimate what your insurance will pay, it is the insurance 

company who makes the final determination of benefits. Any portion of service not covered is the patient 

responsibility. It is your responsibility to know and understand all plan benefits, limitations, deductibles 

and provisions under your insurance plan. 
 

Statements: Our office will generate a monthly statement for any account that has an unpaid balance. Please 

know we generate all statements from the original date of service. Although we bill your insurance carrier, if 

the claim is delayed for more than 30 days we will take necessary steps to collect this debt, unless other 

arrangements are approved in writing. The balance on your account is due and payable in full when the 

statement is issued, and is past due if not paid by the end of the month. We do not accept monthly 

payments. In the event a balance is left unpaid after 90 days your account will be sent to an outside 

collection agency. At that time there will be an additional 30% added to the unpaid balance. You agree that if 

the collection agency is unsuccessful in collecting the past due debt and is forced to hire an attorney, you will 

pay all court cost and necessary attorney fees.  

 

Appointments:  We require 24 hour notice to cancel or reschedule your appointment. After three failed 

appointments we will require prepayment in full for all subsequent treatment. 
 

Divorce:  In cases of divorce or separation, the parent authorizing treatment for a child will be the 

parent responsible for those subsequent charges.  If the divorce decree requires the other parent to pay all 

or part of the treatment costs, it is the authorizing parent’s responsibility to collect from the other parent and 

to make necessary arrangements. 

 

Records:  In the event the request of  records or x-rays are needed please allow 24 hour notice to the staff to 

assure all documents are  prepared and ready for delivery. Our office will charge a onetime fee of $18.00 for 

all copying fees.  
 

CO-SIGNATURE: If this Financial Policy is signed by another person, that co-signature remains in effect 

until cancelled in writing.  If written cancellation is received, it becomes effective with any subsequent 

charges. 

 

My signature is authorizing the Doctor to take X-rays, study models, photographs, or any other diagnostic 

aids deemed appropriate to make a thorough diagnosis of my dental needs. I also understand that the use of 

anesthetic agents embodies a certain risk. 
 
PATIENT OR RESPONSIBLE PARTY: ______________________________________ Date: ____________________________ 


