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FINANCIAL POLICY 

We pride ourselves in providing quality care and aim to not allow the cost of treatment to prevent you from 
benefiting from the quality care you need or desire. We are here to help you in understanding your dental 
treatment or setting up a plan to help you achieve the kind of care that you deserve whether you have 
insurance or not.  
 
INSURANCE: 
 
The fees that we charge is based on the skills and quality of materials we use in providing your treatment. We 
will assist you by checking your benefits prior to your appointment and giving you the closest possible estimate 
of your patient portion. However, this is not a guarantee of benefits and the patient is responsible for the 
difference in cost of estimated insurance portion is paid less than expected.  
 
Your insurance policy is an agreement between you and the insurance company. As a courtesy to our patient, 
we are happy to submit the claim necessary to help you receive the full benefits of your coverage by 
electronically filing your claim the day of your appointment. We do require that you make a financial 
arrangement for the treatment prior to making an appointment. NO EXCEPTIONS.  
 
PAYMENTS 
 
To reduce costs, we do not send monthly bills to patients and we pass on the savings to you: 

• We accept the following: Cash, Check, Credit Card (VISA, MasterCard, American Express).  
• Financing through Care Credit, a patient payment program offering interest free payment plan (length of 

interest free financing depends on amount financed). 
 
Financial arrangements are done for ALL patients with treatment over $300 and there are NO exceptions.  
Our financial coordinators would be happy to discuss your charges and insurance coverage with you.  
 
Thank you for understanding our Financial Policy.  
 
I have read and agree to the Financial policy of Brighton Periodontal and Implant Dental Group.  
 
 
 
Signature of Patient or Responsible Party: _____________________________                   
 
 
 
Date:____________________ 
 


