
Please Read and Sign Below 

 

FINANCIAL POLICY 

I understand that I am financially responsible to Fairfax Advanced General Dentistry,P.C for all the charges 

incurred by myself and/or my dependents. I fully understand that payment is due on the date when services 

are rendered. I agree that in the event my account is past due for 60(sixty) days from the date of service, it is 

turned over for further legal action.  

 

 There will be a $50(fifty) charge for CANCELLED or BROKEN appointments without at least 48 hours 

notice. 

 You will be expected to either leave a credit card number or deposit towards your next appointment.  

 There will be a $30(thirty) late fee and 21% interest charge, if your account is 60 days past due.  

 There will be a $36(thirty-six) charge for any returned checks. 

 

INSURANCE POLICY 

We are glad to file your dental insurance claims; however, we do not accept your insurance as a means of 

payment. Our professional treatment is rendered to you, not the insurance company. You are responsible to 

Fairfax A.G.D.P.C and Mark Choe, D.D.S. for payment of treatment provided. We require that you pay all 

deductibles and copayments at the time of treatment. If your insurance company denies payment after 

submission of your claim within 60 days, you will be responsible for the balance of the account. For patients 

with more than one insurance policy; we will only submit claims to the primary insurance carrier; we will not 

submit claims to secondary insurance carriers. 

 

HIPAA POLICY 

We respect our legal obligation to keep health information that identifies you private. We are obligated by 

law to give you notice of our privacy practices. The most common reason why we use or disclose your health 

information is for treatment, payment or health care operations. In some limited situations, the law allows or 

requires us to use or disclose your health information without your permission, such as, when a state or 

federal law mandates that certain health information be reported for a specific purpose and notices to and 

from the federal Food and Drug Administration regarding drugs or medical devices. We may call or write to 

remind you of scheduled appointment, or that is time to make a routine appointment. We may also call or 

write to notify you of other treatments or services available at our office that might help you. Unless you tell 

us otherwise, we will mail you an appointment reminder on a post card, and/or leave you a reminder message 

on your home and/or cell answering machine or with someone who answer your phone if you are not home. 

Please let us know if you have any further questions.  

 

 

Name ______________________________ 

Signature __________________________________  Date _________________ 



Fairfax Advanced General Dentistry, P.C. 
Mark C. Choe D.D.S. 

 
9621 Fairfax Blvd.  
 Fairfax, VA 22030 

703. 279. 3400   
 

Appointment / Deposit Policy  
 
PATIENT’S NAME: _________________________________________ DATE: _______________ 
  
PATIENT’S ADDRESS: _________________________________________________________________ 
 
 
Our office is dedicated to your quality care and pleased to reserve appointment time exclusively 
for you. We strive to create a schedule that most efficiently provides for the dental needs of all 
the patients we serve; because we reserve time exclusively for each patient, we ask that you 
make every effort to arrive at, or just before, your appointment time.  
 
We understand that there are unforeseen circumstances that cause reserved appointments to be 
missed without 48 hours notice; In order for us to maintain the most efficient schedule for our 
patients, we ask to have your credit card number on file. Please note that the following fees will 
be charged to your credit card if you do not show up to your appointment without notifying our 
staff:  
 
Broken Appointment Fee - $100.00 
Hourly Charge - $50.00 
 
PAYMENTS 
Payment will be automatically processed through your account if you do not show up / cancel on 
the day of your appointment.  
 
 
PLEASE CHOOSE 
 
VISA_____ MASTERCARD_____  Cash______ Check_______      
 
Card Number ___________________________   Exp Date _________ Code: ______ 
 
 
 
_____________________________________  _____________________________________  
Patient’s Signature          Date  
 
_____________________________________ _____________________________________ 
Dentist’s Signature    Date 
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