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FINANCIAL POLICY 
 
FINANCIAL POLICY 
Thank you for choosing us as your dental care provider. We are commited to your treatment being successful. 
Please understand that payment of your bill is considered part of your treatment. The following is a statement of 
our financial policy which we require that you read and sign prior to any treatment. 
 
INSURANCE 
Please remember your insurance policy is a contract between you and your insurance company. We are not a 
party to that contract. As a courtesy to you, our office provides certain services, including a pre-treatment 
es�mate which we send to the insurance company at your request. 
 
PAYMENT 
Understand that regardless of any insurance status, you are responsible for the balance due on your account. You 
are responsible for any and all professional services rendered. This includes but is not limited to: dental fees, 
surgical procedures, tests, office procedures, medica�ons and also any other services not directly provided by the 
den�st.       
 
FULL PAYMENT 
Full payment for services is expected at the �me of service. If insurance benefits apply, THE ESTIMATED PATIENT 
CO-PAYMENT AND OR DEDUCTIBLES are due at �me of service, unless other arrangements are made. 
 
UNPAID BALANCE 
Any unpaid balance over 90 days old will be subject to a monthly interest charge of 1%(APR 12%). If payment is 
delinquent, the pa�ent will be responsible or payment collec�on, atorney fees and court costs associated with 
the recovery of the monies due on the account. 
 
PROPERTY DAMAGE 
The pa�ent, guardian or caregiver will be held financially responsible for any damages to property that may occur 
due to careless or inten�onal ac�ons that may lead to the damage. 
 
MISSED APPOINTMENTS 
Unless we receive 48 hours no�ce, we reserve the right or charge a $50 fee for any missed or canceled 
appointments. 
 
I have read, understand, and agree to the terms and condi�ons of this Financial Agreement 
 
 
__________________________________________          ____________     
 
Pa�ent/Parent/Legal Guardian Signature     Date 

http://www.drcrowedentistry.com/

