
 
 
Thank you for choosing our office as your dental healthcare provider! We are committed to providing you 
the highest quality lifetime dental care, so that you may attain optimum oral health. To enhance 
communication and promote understanding, the following describes our Office Policies. 
 

Financial/Insurance Policy 

We are happy to submit your dental claims on your behalf to your insurance carrier(s) as a courtesy to you. 
However, please understand each patient is ultimately responsible for the complete cost of services 
rendered. Your insurance policy is a contract between you, your employer, and the insurance company. We 
are NOT a party to that contract.  
 

- Be aware that some services provided may NOT be covered by your insurance provider. 
Services which are not covered, downgraded, or fall under L.E.A.T (Least Expensive Alternate 
Treatment) by your insurance is your responsibility. ______ (initial) 

- We will do our best to estimate your insurance coverage and your patient portions but 
understand this is an estimate ONLY and any remaining balance is the patient’s responsibility. 
______ (initial) 

 
Deposit Policy 

Due to the extensive amount of time our staff and doctors devote to preparing and reserving time for our 
patients, we require a deposit for ALL TREATMENT appointments. This deposit ($50 minimum) is 
collected at the time of reserving the appointment and goes toward your total amount due, or applied as a 
cancellation fee if your appointment is not rescheduled according to our policy. ______(initial) 
 

Appointment Policy  

Our office will make every effort to confirm your appointment via calls, email and or text messages. When 
rescheduling is necessary, we require a minimum of two business day notice. This makes it possible for us 
to offer your appointment time to emergencies or other treatment patients. Failure to reschedule within the 
time required can result in a cancellation fee of $50 (if a deposit has been made, the fee would be 
deducted from your deposit). _____ (initial) 
 
**I have read the Office Policies for Midtown Dental Center and I agree to abide by these policies.** 
 
 
________________________________ ________________ 
Patient Signature (Guardian) Date 


