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The following information is to inform you of our financial guidelines. If, at any time, you have questions regarding this 

policy, please do not hesitate to ask. 

We are committed to providing you with the highest quality of care. Our fees are a reflection of the quality of care we 

provide. We continue our commitment by offering a variety of financial options to enable you to receive the dental care you 

need.  

We accept cash, Visa, Master card, Discover, Care Credit®, and for established patients we offer a 3 payment schedule and a 

check payment. We will communicate all recommended treatment options and associated fees, prior to the start of 

treatment.  

Payment for non-insured clients are expected at the time of service.  It is our policy that the parent or guardian who 

accompanies a child to our office for treatment is responsible for payment of all services rendered. 

In all cases, patients agree to the following payment policies: (1) Payment in full of the estimated patient portion of the fees 

is due no later than when services are rendered. (2) For comprehensives treatment plans requiring multiple office visits, 

requires a minimum deposit of 50% of the total estimated patient portion of the fees at the start of the treatment. (3) Patient 

are always responsible for the amounts not covered by insurance, regardless of whether the original estimate included an 

expected insurance benefits, unless prohibited by law, or unless has a contractual agreement with my plan prohibiting all or a 

portion of such charges. (4) Patient may, at their discretion, elect to pay in full, in advance for comprehensive treatment 

plans/ (5) Patients may elect to use CareCredit®  that allows a payment plan of 6 months to 1 year, subject to promo 

availability.  

 A delinquent account impedes our ability to provide you with the quality dental care that you deserve. We have a third party 

collection agency vendor that will automatically transfer any account to their agency on any accounts with balance after 

several attempts of Great Smile Dental Office to collect. Once your account has been transferred to our collection agency, we 

will no longer be able to reverse any consequences from this.  

 Check policy: If your check is returned for any reason, we will charge for the amount of the check plus a processing fee of 

$30.00.  

We are committed to respecting your time and ask that you make every effort to keep the appointment time reserved 

exclusively for you. We understand that there may be times when you are unable to keep your appointment. Should you find 

it necessary to reschedule an appointment, please provide us with a notice of two business days.    Our office reserves the 

right to charge for last minute changes on the schedule, cancellation or no shows for $45.00 for each appointment.  

As a courtesy to our patients with dental insurance benefits, we will submit your claim and provide any necessary information 

to assist you in receiving your dental benefits. We require that any deductibles and estimated patient portion be paid at the 

time treatment is rendered. Please make sure we have a copy of your dental insurance card on file and current address 

information in order to process your claim. We will do everything in our power to see that you receive the benefits you are 

entitled to through your policy; however, after 30 days the balance on the account is your responsibility regardless of 

insurance. 
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Our staff will from time to time suggest to pre authorize a treatment before proceeding with treatment.  This is useful 

information to let you know as a patient that your insurance is covering the specified treatment submitted. However, the 

amount of coverage will vary if the patient has used a portion or all of the benefits available at the time of approval.  Please 

inform our Treatment Coordinator if you would like to request a Predetermination of Benefits from your insurer. 

 Remember: Dental insurance is a contract between you, your employer, and the insurance company. It is a benefit to ASSIST 

you with the cost of dental care. At no time should insurance benefits compromise your doctor’s diagnosis or affect your 

choice of treatment. It is your responsibility to see that we have the current and accurate information on file for your 

insurance. You, (not the insurance company) are responsible for the fees of services rendered.  

 

Patient/Parent/Guardian Signature:_____________________________________ Date: _________________ 


