



Golden Dental

OUR FINANCIAL POLICY
Thank you for choosing our office for your dental needs. Dental treatment is an excellent investment in an individual’s medical and psychological well being.  Financial considerations should not be an obstacle affecting the decision to undergo this important, life enhancing medical care. Our staff is available to answer your questions and assist you in any way we can.
I, the undersigned, hereby authorize the doctor to order x-rays, study models, photographs, or any other diagnostic aids deemed appropriate to make a thorough diagnosis of dental needs. I also authorize the doctor to perform all recommended treatment mutually agreed upon and to use the appropriate medication and therapy indicated for such treatment. I understand that using anesthetic agents embodies a certain risk. 

For our patients with dental insurance: the insurance relationship constitutes an agreement between the carrier and the patient and/or employer. As such, we can make no guarantee of estimated coverage or payment. However, we are more than happy to assist you in filing the necessary forms to help you obtain the maximum benefits your insurance policy allows. I understand that insurance estimates given to me by this office are not a guarantee of actual insurance payment. I also understand that I am ultimately responsible for all charges incurred for dental services provided in this office for myself or my dependents. Any insurance claim not paid in full after 60 days will become my responsibility to pay.

I understand that payment is due and payable at the time services are rendered unless other arrangements have been made.  In the event payments are not received by the agreed upon dates, I understand that a 1.5 % finance charge (18% APR) may be added to my account, in addition to any collection charges for any unpaid balance after sixty (60) days from the start of treatment. I understand that where appropriate, credit bureau reports may be obtained and reported to. I understand that it is my responsibility to advise your office of any changes in the information obtained on these forms.

Please indicate how you would prefer to pay for your services:

Cash or check
Visa, MasterCard, American Express or Discover

Financing through Care Credit (on approved credit)
Please feel free to discuss any concerns you may have regarding your dental fees.
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