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Fax: 617.741.5167 

_______________________________________________________________________________ 

CONSENT FOR SERVICES AND 

FINANCIAL POLICY 
GENERAL  

Thank you for choosing our practice as your Dental Care Provider. We are committed to 

your treatment being successful. Please understand that payment of your bill is considered to 

be integral part of your ongoing treatment. The following is a statement of our Financial Policy, 

which we require you to read and sign prior to treatment. All patients must complete our 

Information and Insurance form prior to any treatment. 

 

REGARDING DENTAL INSURANCE:  

Our office will gladly work with you to help get the maximum benefit available to you. 

Most dental insurance plans do not cover 100% of your cost of treatment. Therefore, you will be 

expected to pay your deductible and your ESTIMATED co-payment on the day services are 

rendered. We will gladly file your insurance claim. Many variables exist from carrier to carrier 

(i.e. deductibles, annual maximums, allowable fee limitations, non-covered procedures and 

other restrictions), therefore, we cannot guarantee any estimated charges. Because your 

insurance is an agreement between you and the insurance company, ultimately you are 

responsible for all charges. We are not a party to that contract. Please know that we will do 

everything possible to see that you receive the full benefits from your insurance company. If for 

some reason your insurance company has not paid their estimated portion within 60 days from 

the start of treatment, you are responsible for payment in full at that time. Treatment could be 

altered if your dental needs change. The patient will be notified of any change(s) in treatment. 

After a statement of accounts has been sent and a balance is left on the account after 60 days, 

you are responsible to pay that balance in full.  

 

WE ACCEPT CASH, CHECKS, VISA and MASTERCARD 

 

REGARDING INSURANCE PLANS WHERE WE ARE A PARTICIPATING PROVIDER  

All ESTIMATED portions and deductibles are due at the time of treatment. In the event 

YOUR insurance coverage changes to a plan where we are a non-participating provider, refer to 

above paragraph. You are responsible for advising this office if you have a change in your 

insurance coverage prior to your appointment.  

 

USUAL AND CUSTOMARY RATES 

 Our practice is committed in providing the best treatment for our patients and we charge 

what is usual and customary for our area. You are responsible for payment regardless of any 

insurance company’s arbitrary determination of usual and customary rates.  

 



 

ADULT PATIENTS  

Adult patients are responsible for full payment at time of treatment.  

 

MINOR PATIENTS  

The adult accompanying a minor and the parents (or guardians of the minor) are 

responsible for full payment. For unaccompanied minors, non-emergency treatment will be 

denied unless charges have been pre-authorized to be approved by verified by parents. 

 

MISSED APPOINTMENTS 

 We respectfully ask that you give us a minimum of 24 hours’ notice to cancel or 

reschedule your appointment. Please help us serve you better by keeping scheduled 

appointments. Our policy is to charge for missed appointments at the rate of $50 per 

appointment.  

 

AUTHORIZATION & RELEASE: 

 I authorize the dentist to release any information including the diagnosis and the records 

of any treatment or examination rendered to me or my child during the period of such dental 

care to third party payers and/or healthcare practitioners. I authorize and request my insurance 

company to pay directly to the dentist (if my insurance will allow it) or dental group insurance 

benefits otherwise payable to me. I understand that my insurance carrier may pay less than the 

actual bill for services. I agree to be responsible for payment of all services rendered on my 

behalf or my dependents. I authorize my personal payment information (checks or credit cards 

used to make payments on your account), to be kept on file, if needed, to make restitution on 

any balance over 60 days past due. I grant my permission to you or your assignee, to telephone 

me at home or at my work to discuss matters related to this form. 

 

 I agree to have any photos taken of me to be used for treatment, education and training. 

 

 I have read the above conditions of treatment and payment and agree to their content.  

 

I understand that by signing this Consent for Services and Financial Policy that I am 

liable for any costs associated with collection resulting from an unpaid balance 

including but not limited to attorney fees and court costs.  

 

Name _______________________________________________________________________ 

Signature of Patient (Parent/Guardian) ______________________________ Date: ____________ 

Relationship to Patient: ______________ 

 



 

ACKNOWLEDGMENT OF RECEIPT OF 

NOTICE OF PRIVACY PRACTICES 

**You May Refuse to Sign This Acknowledgment** 

 

 

I, ________________________________, have received a copy of this office’s Notice of 

Privacy Practices. 

 

Signature: ___________________________________________    Date: _________________ 

  

 

For Office Use Only  

 

We attempted to obtain written acknowledgment of receipt of our Notice of Privacy Practices, 

but acknowledgment could not be obtained because:  

 

o Individual refused to sign 

 

o Communications barriers prohibited obtaining the acknowledgment 

 

o An emergency situation prevented us from obtaining acknowledgment 

 

o Other (Please Specify) 

 

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

 

 

 

 

 

 

 

 


