




 
 
It is our optimal goal to provide you and your family with the highest quality of dental care, while 
maintaining a friendly and relaxing environment. To keep our standard care to a level which best 
serves your dental needs, we ask that you observe the following. 
 
Cancellation Policy 
 
Our clinic requires a minimum of 2 business days notice if an appointment must be cancelled. A 
short notice cancelled appointment can adversely affect many other patients specially those who 
are suffering or in pain. If less than 2 business days notice is given to cancel an appointment 
or no notice is given a fee of $90.30 will be assessed. 
 
In the event that a patient does not “show up” on a second occasion, the practice policy is to ask 
that patient to find a new different practice at which point our administrative staff will be happy 
to transfer the patient’s records with a letter explaining why the transfer is being made. Please 
note insurance company’s do not cover any fees associated with missed or cancelled 
appointments; therefore payment is made the patient’s responsibility prior to re-scheduling.  
 

Exceptions will be made for illness or personal tragedy. 
Payment Policy 
 
Payment is due upon completion of treatment. 
 
Patients with Insurance benefits: *** please read below*** 
 
Dental insurance is an agreement between YOUR EMPLOYER, YOU and an INSURANCE 
COMPANY. We work with most insurance companies and always try to maximize your coverage 
through meticulous detailing of procedures and interaction with your insurer. Due to many 
privacy acts that have evolved through the years, most insurance companies will only release very 
limited information. Insurance companies will not give us information on services billed by any 
other dental office. We will do our best to provide you with an accurate estimate; however you 
will be responsible for any balance not paid by insurance. Initials___________. 
 
We at Clover Hills Dental look forward to taking care of your oral health needs and welcome 
you to our team of professionals. 
 
I have read the above office policy of Clover Hills Dental and understand my responsibilities as 
a patient or a responsible party. 
 
______________________________________________________________________________ 
Print Name    Signature    Date 
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