








PATIENT TREATMENT AND FINANCIAL POLICY 

Thank you for choosing our office as your dental healthcare provider.  We are committed to providing you with the highest 
quality dental care so you may attain optimal oral health. The following is a statement of our Financial Policy, which we require 
you to read, agree to and sign prior to any treatment. 

Since our practice is also a business with obligations that must be met, we require all patients to pay for their treatment in full 
on the day of each visit unless prior arrangements have been made. We accept cash, personal checks, MasterCard, Visa, 
Discover, American Express and CareCredit.   

We will do our best to give you a close estimate of your investment in your dental health for each upcoming visit. Most 
estimates provided are accurate, however, as dentistry can at times be unpredictable there may be additional costs associated 
with treatment that we are unable to diagnose in our initial treatment plan.  
As we are out of network/non-participating providers with your dental insurance company you will pay your full portion for 
treatment rendered to our office on the date of service. You will be provided a claim form with necessary narratives and 
attachments that you will mail to your insurance company and the insurance company will reimburse you directly.  If the 
insurance company sends a check to our office, as occasionally happens, we will send you a reimbursement check for the 
amount paid to us.   
Insurance payments are ordinarily received within 30-60 days from the time of filing a claim.  We will cooperate fully with the 
regulations and requests of your insurance company that may assist in the claim being paid.  Our office will not, however, 
enter into a dispute with your insurance company over any claim.  
Minors unaccompanied/accompanied by the parent or legal guardian: The parent or legal guardian is responsible for full 
payment at time of service. Treatment consents and payment arrangements with the parent or legal guardian must be made 
prior to appointment or non-emergency treatment may be denied.  
Missed appointments and cancellations: Your dental appointments are scheduled carefully. Time, trained personnel and 
dental equipment are reserved for each procedure. Missed appointments add to the cost of dental care when reserved 
facilities are left waiting empty. We request 48 business hours notice for rescheduling your appointment. Your account will be 
charged a broken appointment fee a minimum of $85.00 for repeatedly missed appointments without proper notification.  
Outstanding balances on your account must be cleared before your next appointment for any account member or within 30 
days of treatment, whichever comes first. Appointments for non-emergency treatment may need to be postponed pending 
payment of outstanding balances.  Amounts due and not paid in full within 30 days will be charged an interest rate of 1.5% per 
month in addition to a $5.00 monthly billing fee per statement.  
Delinquent balances over 90 days old will be referred to a collections agency. All referred accounts are marked “inactive”.  In 
order to have your account “reactivated” and continue to receive dental treatment in our office, the delinquent balance plus a 
“Reactivation Fee” of 50% of the delinquent balance referred to the collections agency will be charged to your account. Only 
after this total account balance has been paid in full can appointments be made and your account and patient status be 
reactivated.  
A returned check fee of $40.00 (subject to change as bank fees increase) will be added to your account for any returned check.  
Before we accept another payment by check, the $40.00 fee plus full payment for the check that did not clear must be paid in 
cash or via credit card.  
Billing statements may be sent to you through USPS, text message and/or email.  You consent to allow utilization of all forms 
of billing with your signature below.  

I have read and agree to the Financial and Cancellation Policy for Tropical Smiles Dental. 

Patient Name: ______________________________________________________ DATE:_________________ 

Patient/Responsible Party Signature: ____________________________________ 






