
Office Financial Policies 
 

We appreciate you allowing us to provide dental care for your child. Because we value our 
relationship with you and believe that the best relationships are based on understanding, we 
offer these clarifications of the methods of payment for services. 
 

• Your co-payment is required to be paid in full by cash, check, accompanied with a 
valid drivers license, or charge card at each appointment as service is rendered.  
We accept Visa, and Master Card. ________ initial 

• Please understand that your insurance is a contract between you, the dental 
insurance company and your employer. We are not a party to this contract. We are 
cannot influence how much of our fees your insurance will cover. Your benefits are 
determined by the policy your employer or you purchased. Please provide us with the 
correct dental insurance information. ________ initial 

• We recommend that you allow us to preauthorize any treatment plan over $300. 
This is to ensure that you are not left with a large balance after the insurance has 
paid their share. Preauthorization, however, takes time. If you wish not to wait, then 
we require you to pay the account in full as the services are rendered. We can bill 
the insurance and reimburse you or bill the insurance for you and have them pay you 
directly. The choice is yours. ________ initial 

• We do bill secondary insurances. You will have to pay us your yearly deductible on 
your first treatment appointment. Once primary and secondary insurances have paid, 
you are immediately responsible for any balance on your account. ________ initial 

• For the insurances that we are not providers for, we require payment of $50 at time 
of treatment. We also want you to be aware that you will have to pay the 
outstanding balance after your insurance pays us. ________ initial 

• You are responsible for any co-pays and deductibles at each visit. ________ initial 
• As a courtesy to you, we will send the claim to your insurance company once for each 

date of treatment. However, if we do not receive payment from the company within 
5 weeks after the submission of the claim, you will be expected to pay for all dental 
services on that claim. We will be glad to provide you with any information you may 
need so that you may bill the insurance company yourself and receive payment from 
them. In the event of duplicate payment, we will reimburse you. ________ initial 

• We also offer payment plans through a third party financing company. Please ask us 
for details. ________ initial 

• Outstanding accounts over 60 days will be assessed a finance charge of 19.5 % 
A.P.R. After 90 days from the date of submission of the claim, accounts of patients 
not responding to statements and letters of overdue payments will be transferred 
to a collection agency, which may lead to additional processing and legal charges. 
________ initial 

• The parent or guardian signing this document is responsible for payment of the 
account. Please understand that even the dental insurance, you are ultimately the 
responsible party. ________ initial 

 
 



• If you are unable to accompany your child on the subsequent appointments, a letter, 
signed by you, must be turned in to us prior to treatment. The letter must state 
that the person accompanying the child has the authority to make decisions and 
consent to dental treatment and changes in dental treatment for your child for that 
day.  The letter must also provide us with a phone number so that we can contact 
you and verify your request. You need to also provide the person with the form of 
payment for that day. ________ initial 

• Please notify us at least 24 hours in advance if your child cannot come to his/her 
dental appointment. There will be a charge of $50 to your account for every 
appointment missed without 24 hour prior notification. ________ initial 

• We request that ½ of the fee for sedation be paid at the time the sedation 
appointment is made. This fee will be forfeited if the appointment is not kept unless 
your reschedule at least 24 hours in advance. ________ initial 

• We strongly believe in prevention. If your child misses two consecutive recare 
appointments, that is, 13 months or more without a dental check up by us, they will 
be put on inactive status. ________ initial 

• For your comfort one adult is welcome, but not required, to accompany the child to 
the operatory. However, for the safety and privacy of other patients all others, 
including children who are not scheduled at this appointment, are required to remain 
in the reception room. Young children in the reception room must be supervised by 
an adult. ________ initial 

• Cell phones are prohibited in the operatory and reception area. As conversation 
carried on by others present in the clinical area is distracting to children, 
preventing close, careful communication with each young patient. ________ initial 

• The person accompanying the child must remain in the office at all times while the 
child is in our office. ________ initial 

 
 
Thank you for you understanding. Your cooperation in this matter helps us to serve you 
and your child better. 
 
We look forward to years of close association with you as we work together to maintain 
your child’s oral health. Welcome to our family! 
 
Maryam Sina, D.D.S. and the dental team. 
 
I, _____________________________, the guardian/parent  
               Print 
 
of_____________________________, have read the above document and  
  Print 
 
Understand it and agree with its content. 
 
 
Please sign:_______________________________ Date:____________________ 
 


