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FINANCIAL POLICY 

 
The best dentistry is based on mutual understanding. In order to prevent any misunderstanding about 
finances, the following credit arrangements are available: 
 
1. Payment or Co-payment is due at the time of service. Co-pay is the percent your insurance company will 
not cover plus any annual deductible. 
 

•10% senior citizen discount for patients 62 years or older, without dental insurance. 
OR 
•5% cash discount for patients paying at the time of service, without dental insurance. 

 
2. We accept Visa, MasterCard and Discover credit cards. 
 
3. We offer following option of payment plans upon approval of credit: 
 
• Care Credit, which offers 3, 6 or 12 months deferred interest financing, depending upon the amount of 
treatment financed. An Extended Plan is available thru Care Credit for treatment totaling $1500 or greater. 
 
DENTAL INSURANCE 

 
We are happy to cooperate with patients who have dental insurance. We will bill your insurance company 
for treatment rendered. We ask you to pay your estimated co-payment at the time treatment is rendered. 
 
Insurance estimates quoted by our office are estimates based upon your plan coverage and are NOT a 
guarantee of payment. Reimbursement is determined by your insurance carrier when claims are processed. 
Any change in your treatment plan either by your choice or by necessity will change the fees quoted. 
 
We ask, that vou read your policy and be fully aware of any limitations of the benefits provided. We will 
gladly help you with any questions you may have. Your insurance company agreement is between you and 
your insurance carrier; therefore, it is to your benefit to understand all aspects of your dental plan. You are 
ultimately responsible for payment of all services rendered to you and any family members covered by your 
insurance policy, should your insurance company fail to reimburse our office. 
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