






Office Payment Policy
The following is an outline of our office payment policies. Please acquaint yourself with them and then
sign below to acknowledge your understanding and acceptance of them. 

Fees 
Please feel free to discuss our fees with us at any time. Before any dental treatment begins, the patient
and/or responsible party will receive a consultation regarding treatment plan and cost. We attempt to
keep our fees at a fair level that reflects the quality of care provided in our office. Prompt payment will
enable us to keep our fees lower for everyone; therefore, payment is due at the time services are
rendered. For procedures that take multiple appointments to complete, payments may be split up over
the number of appointments required. We accept cash, check (returned check fee $30), Visa,
MasterCard, and Discover. We also offer CareCredit with no interest for 12 months or longer payment
terms with competitive interest rates (WAC). 

Insurance 
As a courtesy to our patients with insurance we will file your insurance claim and allow you to pay only
your deductible and/or estimated co-payment as services are rendered. Please remember that the
contract is between you and your insurance company, and your total balance is always your
responsibility. We make every effort to give you an accurate estimate of what your portion of our fees
will be, based on information provided to us. We have no way to guarantee the actual terms of your
insurance company's payment. Remaining balance will be sent to you as a statement. Disputes
regarding reimbursement or the amount are between you and your insurance carrier. 

Past Due Accounts 
Account aging begins the day your charges are incurred. Accounts that are ninety days past due will be
referred for collections. This action will cause additional fees to be added to your unpaid balance
including but not limited to collection fees, attorney fees, and interest as allowed by law. We dislike
doing this and will do so only if all other efforts to collect your unpaid balance have failed. Once an
account is turned over to collections, we will ask you to seek the services of another dentist and will no
longer take responsibility for your family’s dental care. 

No Show / Short Notice Reschedule or Cancellation Policy 
We understand that situations arise in which you must cancel your appointment. It is therefore

requested that if you must cancel/reschedule your appointment you provide at least a 24-hour notice. 
New Patients: It is the policy of our office to charge a $50 fee for any new patient that no shows or short 

notice reschedules/cancels their scheduled appointment time. Once the $50 fee is paid, the new
patient may reschedule. If a 2nd no show or short notice reschedule/cancellation event happens, the

patient will not be reappointed. 
Established Patients: It is the policy of our office that if an established patient no shows or short notice 
reschedules/cancels their scheduled appointment, the first event will be noted on their account. A 2nd 
event may lead to a $50 fee applied to the account that must be paid before being reappointed. A 3rd 

event may lead to the dismissal of the patient.

I have read, understand and agree to adhere to the financial policies above. 

Signature 

Date

Date 

I acknowledge that I have read Herron Regional Dental Centers Notice of Privacy Practices.
(Copy provided upon request) 

Signature 



I give Herron Regional Dental Center consent to disclose any and all of my individual
protected health information (medical and/or dental) to any medical and/or dental
provider that we refer to. 

I authorize Herron Regional Dental Center to disclose any and all details of my medical
and dental diagnosis, treatment, and billing/claims information to the individuals
listed below. 
This authorization is voluntary and I understand that I have the right to revoke this
authorization by submitting a written request to the office.  I understand that the
information disclosed under this authorization may be disclosed again by the person
or organization to which it is release.  I understand that the below list may not be
exhaustive and that my protected health information (PHI) may be disclosed to
additional individuals based on my written authorization or as indicated in our Notice
of Privacy Practices.  This authorization shall remain in effect indefinitely unless
revoked in writing by me.  
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