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There are many complexities with dental insurance. Our financial policy does require
payment in full at the time services are provided. We do accept assignment of benefits
for most major insurance policies. Please understand that your account must be
kept current throughout treatment.

If your plan provides benefits for services in our office, you will be asked to leave the
anticipated co-pay at each visit. THIS IS ONLY AN ESTIMATE. We will file
insurance claims and submit the information necessary for your insurance company to
process those claims. This is a service we provide as a courtesy to our patients, but
please understand you have the contract with the insurance company and ultimately are
responsible for payment. The insurance industry is a conglomeration of companies with
many different policies. Those policies all have different insuring agreements,
exclusions and conditions. We will not guarantee a payment will be made from your
insurance company, nor will we make a settlement on a disputed claim.

Our practice is committed to providing the best treatment possible to our patients. You
are responsible for the cost of treatment provided regardless of an insurance company’s
arbitrary determination of the “allowable” fees. Once a claim is paid, the remaining
balance is the responsibility of the guarantor, regardless of the estimate.

Remember, you are the holder of the contract. It is your responsibility to ensure
you understand the contract between you and your insurance company and to
know the benefits available under your policy. If after 60 days your insurance
company has not rendered payment the balance will become your responsibility.
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**QOur financial coordinators are available to assist you in understanding your
benefits and filing the necessary dental insurance paperwork.**
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