
ALWAYS A SMILE 

FINANCIAL DISCLOSlJRE 


Thank you for ohoosing our office to serve your dentaJ needs. We are 
decticated to providing excellent care. This is our financial policy and we 
encourage you to read it carefully and to ask any questions prior to service. 

Please provide your insurance infonnation at the time of your visit. We 
will be happy to submit a claim on your behaJf. Your portion is based on the 
co-pay information provided to us by your insurance company, (which is an 
estimate), and is due at the time of servioe. Please keep in mind that most 
insurance policies have some type of clause or exceptioD- we suggest you 
call your insurance company ahead of time to find out all your benefits. 

'Vlrile we understand that dealing with your insurance carrier can 
sometimes be complex, it is physically impossible for us to be the mediator 
between the patient and the insurance company. Therefore, your insurance 
coverage must remain a contract between you, your employer and the 
insurance company. We aJso cannot wait indefinitely for insurance 
reim bursements for services rendered. All accOlmt must be brought current 
within sixty (60) days regardless if insurance has paid or not. If 
overpayment does occur. we will issue a reimbursement check iID.mediately. 

For your payment convenience, we do accept Visa, MasterCard and 
American Express . Longer tenn financing 1S availab1e thru a separate 
finance company. 

We will gladly discuss any questions Ll1 advance about your insurance or 
financial responsibility. We understand that sometimes financial difficulties 
arise making payment a prob1em. We encow'age a prompt phone call in 
order to discuss a solution and to prevent further collection actions from 
being taken. 
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