
 
 

 
PAYMENT FOR YOUR DENTAL CARE 

 
 
We pledge to you that a thorough and complete discussion of all fees and obligations will be completed prior to 
treatment so there are never any surprises.  We will tell you in advance what expectations for payment will be at each 
appointment. Our goal is to find the best possible way for you to receive the treatment that meets your goals for dental 
health.  We believe that must include providing you with a full and clear understanding of the cost of your care as well as 
providing options for payment when appropriate. 
 
PAYMENT OPTIONS 
Payment at the time of the dentistry. 
We are pleased to offer you a 4% discount for payment with check or cash, the fees posted reflect this discount. We also 
accept all major credit cards and Care Credit. 
 
Payment by planned payments over time of treatment.  
If your treatment requires a major investment, or multiple appointments over an extended time, we can set up a simple 
payment structure that allows you to spread out the fee in installments, for example, equal payments, starting when the 
treatment plan is discussed and approved and ending with your last visit for that treatment. 
 
 If you wish to explore ways to extend payments beyond the time of scheduled treatment, we can help you understand 
your options for financing your care when needed. 
 
All treatment recommendations made in this practice are based solely on your clinical needs and your wishes. We 
encourage you to consider that exceptional dental care as an investment that will contribute to your overall health for 
many, many years to come. If you have any questions about how we can help you make that investment, please let us 
know. 
 
IF YOU HAVE DENTAL BENEFITS 
 
While we are not a participant in any dental benefit network we will always assist you in understanding and maximizing 
all benefits that may reduce your out of pocket investment. As a courtesy, we prepare and electronically submit all 
necessary forms to your dental benefit administrator.  Our estimate of your out of pocket costs will take those benefits 
into consideration. Please remember, we cannot guarantee the amount of your benefit and there will likely be a 
remaining balance that you are responsible for. 
 
 
I understand agree to the above conditions and authorize the release of any dental information necessary to process 
claims to dental benefit administration companies when appropriate. 
 
 
_____________________________________________________ ______________________ 
Patient, Parent, or Guardian Signature     Date 
 
_____________________________________________   
Patient name (Please Print) 
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