
 
 
 
To Our Patient: Thank you for choosing Edwards Family Dentistry as your dental provider. We are dedicated to 
providing the best possible care and service to you and regard your complete understanding of your financial 
responsibilities as an essential element of your care and treatment. If you have any questions about this 
policy, please discuss it with our financial coordinators. 
 
 
FINANCIAL POLICY 
 
1. 
Dental Insurance: As a courtesy we are happy to file the necessary forms to your insurance company so that you receive 
the full benefits of your coverage. Insurance estimates are based on the information your insurance company has provided 
and are not a guarantee of payment, as they will not guarantee payment. Our relationship is with you, your insurance 
company considers us a third party. You are ultimately responsible for ALL CHARGES. 
Your estimated portion of charges for services rendered are due at the time of service. After insurance is 
processed any unpaid portion will be invoiced to you for payment within 30 days. 
 
(___)Please Initial 
 
2. 
Please keep your account current and call the office if your account goes over 30 days.  Any accounts not paid in full within 
90 days will automatically roll into collection with a collection agency and listed with the credit bureau. You will be 
responsible for all cost of collecting monies owed, including collection agency fees, court cost or attorney fees. 
 
(___)Please Initial 
 
3. 
Please give us the best method of contacting you if necessary to discuss your account either at work (if personal phone calls 
are allowed) or at home. 
 
(___)Please Initial 
 
4. 
For us to submit claims on your behalf we need you to authorize assignment of payment of all dental and/or surgical 
benefits to which you and other family members are entitled to Edwards Family Dentistry. This includes private dental 
insurance or group health plan benefits otherwise payable to undersigned. 
 
(___)Please Initial 
 
5. 
I understand that there will be a $25.oo charge on all returned checks. I understand 
that after one returned check the only acceptable payment method will be cash. 
 
(___)Please Initial 
 
6. 
We understand that unexpected things come up in your life that may require you to reschedule your reserved appointment, 
we will accommodate a change when necessary.  If this occurs, we ask that you provide us with at least 24 hours of notice 
so your reserved appointment time might be offered to another patient. We are aware that some emergencies do not allow 
for a 24 hour notice and that will be taken into consideration.  If you do not provide us with 24 hours notice or do not show 
up to your reserved appointment time, then a fee of $25.00 will be applied to your account. Please note that this is not a 
billable charge to your insurance. 
 
(___)Please Initial 
 
 
I certify that I have read this form and that I hereby agree to the conditions outlined herein. 
 
 
 
_____________________________ _____________ _________________________________ 
Responsible Party’s Signature                  Date                         Relationship to Patient 


