
 



 



 



 

Thank you for choosing Florida family Dentistry for your dental need. Our primary responsibility is to provide you with 

the best dental care possible.  We shall endeavor to make your visits as convenient and pleasant as possible.  If you have 

any questions regarding your treatment, appointment or fees – please feel free to ask.  In order to minimize 

bookkeeping time and therefore eliminate unnecessary fee increases, ALL PAYMENTS FOR PROFESSIONAL SERVICES ARE 

DUE AND WILL BE COLLECTED AT THE TIME OF APPOINTMENT. 

We strive to give every patient a comprehensive treatment plan with the fees listed.  If you are unsure what your 

financial responsibility will be, please ask.  If you have insurance and the insurance company pays you directly, you will 

be responsible to pay your estimated co-payment/deductible at the treatment appointment.  You will be billed for any 

remaining balance once your insurance claims have been processed.  If you do not have insurance, full payment is due at 

the treatment appointment. 

We offer several Florida family Dentistry Savings Plans as well as payment plans through Care Credit.  If you need to 

discuss our savings plans, your payment or our billing policy, please speak to our front desk personnel. 

There will be a $10.00 rebilling charge for each month a balance remains unpaid.  If three billing cycles pass without 

payment, your account will be subject to a monthly late fee equal to 18% APR of the unpaid balance or the $10.00 

rebilling charge, whichever is greater. 

If you need to change your scheduled appointment, we ask you to notify us 24 hours in advance.  If you fail to show for 

three (3) scheduled appointments, you may be dismissed from the practice. 

For every returned check, you will be required to pay $35.00 to cover bank fees assessed to Florida Family Dentistry.  As 

a part of our effort to prevent identity fraud we make a copy of your driver’s license or photo ID.  We will be unable to 

write prescriptions, refer you to a specialist or accept a check or credit card without a copy of your driver’s license or 

photo ID. 

*I have read and agree to Florida family Dentistry’s terms stated above. 

*I have received a Notice of Privacy Policy (HIPPA) from Florida Family Dentistry. 

*If applicable, I consent to treatment of a minor. 

 Name of minor: ________________________  Relationship: ___________________ 

 

Signature: _______________________________________________ Date: ____________________ 

 

Print name: ______________________________________________ 


