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FINANCIAL POLICY

Thank you for choosing us as your dental care provider. The following is a statement of our Financial
Policy which we ask you to read carefully and sign prior to treatment.

REGARDING INSURANCE

Your insurance policy is a contract between you and your insurance company.
It is our policy to charge our patients and their insurers in a fair and consistent manner. Our fees are set
at usual and customary rates for this area.

All insurance information including changes and updates need to be provided to us at the time of service.

Payment in full is due at the time services are rendered. We will submit all claims to your insurance
company electronically to expedite their direct reimbursement to you. Please note some, and perhaps all,
of the services provided may be non-covered under your insurance plan.

If you have more than one dental insurance policy, upon receipt of payment from primary insurance
carrier, please send the explanation of benefits to us and we will gladly submit to your secondary
insurance carrier for you.

PAYMENTS
We accept cash, checks, American Express, Discover, Mastercard, and Visa. We also accept Care
Credit. Should you make a payment by check, and it is returned unpaid, a fee of $50.00 will be charged
to your account.

BROKEN APPOINTMENTS
There will be a fee based on visit type for broken appointments or cancellations not made 24 hours in
advance of the appointment.

In the event that Sansone Family Dental Practice, L.L.P. pursues civil remedies against me for the
collection of my financial obligations for services rendered, I hereby agree to be responsible for
reasonable collection and/or attorney fees and disbursements incurred by Sansone Family Dental
Practice, L.L.P.

I have read this Financial Policy and understand and agree to be personally and fully responsible
for payment.

PATIENT
NAME______________________________________________________________________________
_____

PATIENT
SIGNATURE________________________________________DATE____________________________
____
(Legal Guardian if under 18 years of age)
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