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FINANCIAL POLICY 
 
1. Insurance companies partially pay for the work done.  Some 

insurance companies pay fixed allowance for certain 
procedures and others pay a percentage of the charge.  It is 
patient’s responsibility to pay any deductibles, co-insurance, 
or any other balance not paid for by your insurance company. 

 
2. As a courtesy to our patients, we may accept assignment of 

benefits from some insurance companies.  It is patient’s 
responsibility to pay all estimated payments at the time of 
treatment.   If the estimate is different from the actual 
payment, the adjustment will be made after the final payment 
from the insurance company. The insurance payments are 
estimates only. Any fees, charges or claims not paid by 
insurance company after 30 days, is patient's responsibility. 

 
3. Payment is required at the time of treatment unless other 

arrangements are made. For major work or treatments that 
require multiple visits, at least half of the total procedure 
fee must be paid before any treatment starts.  The balance is 
due at the time of completion. 

 
4. There is a fee of $30 for any bounced check. 
 
5. There is a fee of $50 for every half an hour appointment. The 

appointment is considered missed if the cancellation was not 
received 24 hours prior to the appointment. 

 
6. Any balance past due for more than 30 days is subject to late 

fees and finance charge at the rate of 18% annually, unless 
other arrangements are made. We reserve the right to charge 
the patients for billing. 

 
7. In the event of non-payment and referral to an attorney 

and/or collection agency, the patient shall be liable and pay 
all fees including but not limited to: balance due on the 
account, late fees, finance charges, legal fees, court costs, 
collection and/or  attorney’s fees. 
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