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FINANCING YOUR DENTAL CARE

1. Prepayment by cash or check, with a 5% courtesy adjustment on treatment over $500. Prepayment saves us time
and the expense of billing, which allows us to offer this valuable service.

Prepayment by Visa, MasterCard, or Discover, with a 3% courtesy adjustment on treatment over $500.

3. Payment Plan. Payment arrangements may be made in advance with the financial administrator. They must be
paid in full within 90 days. All arrangements must be documented and signed by the responsible part and the

financial administrator.
Extended Payment Plan. A long-term payment plan is available through our financing partners American General

4,
or The Dental Fee Plan. Please ask for information and an application.

For those with insurance, on the day of treatment we will file your insurance claim as a service to you and do our very best
to maximize your dental benefits. We will accept assignment of benefits to lower your immediate out of pocket
expenditures. We ask that you take care of your estimated portion of payment at the time of service.

All appointments are scheduled in advance. As a courtesy to others, please be on time for your appointment.
If you are unable to keep your appointment, please notify our office at least 2 working days prior to the appointment or a

No Show fee may be charged.
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