




Melissa Tuft, D.D.S. 
 

FINANCIAL AGREEMENT 
 
Welcome to our practice and thank you in advance for choosing our office for your dental care. We 
are committed to providing excellent dental care with concern for your personal needs. The 
following information with acquaint you with our office financial policies and allow us to provide a 
high quality of service to you. 

 
 1.  Insurance Benefits: We are happy to complete and submit your insurance forms on 

your behalf.  We may also submit a “pre-treatment estimate to your insurance to provide you’re out 
of pocket estimated expense and/or what your benefit level estimate will be for a certain procedure. 
Every effort will be made to collect the maximum benefits allowed by your insurance company. 
However, your insurance is a contract between you and your 
insurance company. We ask that you read your policy carefully. Some of the 
services we provide may not be a covered benefit. We cannot guarantee the payment 
level that is quoted nor have information on benefits used in any other dental 
professional’s office if used within your plan year. Any balances remaining after your 
insurance pays, are due within 15 days of billing. 
 
2. Minor Patients: The adult accompanying the minor (under the age of 18) is responsible for full 

payment of the services provided, unless covered on parent’s dental insurance plan. A parent or 
legal guardian MUST accompany the minor unless prior arrangements have been made. 

 
 3. Missed Appointments: For the courtesy of other patients that are waiting for 

appointment times, please be aware that we require a 24 hour notice to change or 
cancel an appointment to avoid a charge. 
 
4. Payment: FULL PAYMENT and/or CO-PAYMENTS, DEDUCTIBLES are due at the time of 

service. 

 
 

PAYMENT OPTIONS 

 
 

1. We accept: VISA, MASTERCARD, DISCOVER, AMX, CASH, OR CHECK 

 

2. Care Credit Financing: available upon approval of credit, we offer a 12 month interest free 

plan. 

 
CONSENT FOR CARE 

 

I request the consultation/treatment services of Dr. Melissa Tuft & Staff. I authorize the doctor/staff 
to take any necessary x-rays, study models, photographs, or any other diagnostic aids deemed 
appropriate by the doctor to make thorough diagnosis of treatment needs. I understand this may 
include consultation with my physician or other practice specialists. I authorize and consent that the 
doctor choose and employ such assistance as deemed fit to provide recommended treatment. 
 
_________________________.             ______________________________________. 
DATE                                                      PATIENT SIGNATURE (Parent if under 18) 
 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICE AND DENTAL 

MATERIALS FACT SHEET.                      ↓ Please initial below↓ 

 

(  ) I acknowledge that I have received or have read all information pertaining to my 

dentists Privacy Practice and Dental Facts Materials sheet. 
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