
Urbana Pediatric Dentistry FINANCIAL POLICY 

 
Please carefully review and sign our Financial Policy outlined below. If you have any questions or concerns about our 
policies, please ask to speak with one of our team members for more information. 
 
1. Patients with dental insurance must provide accurate and complete insurance information when their appointments 
are made. We will be happy to file for your insurance benefits and submit your claim as a courtesy to you. The 
individual who signed the treatment plan and/or signed this form is responsible for any portion of payment that the 
insurance company does not cover regardless of what the treatment estimate lists. 
 
2. Your dental insurance coverage is determined by the contract you signed with your insurance company. What 
procedures are covered by your insurance and the percentage of coverage you pay for services personally is 
determined by the contract you signed with your insurance company. Our office has no control over the insurance 
company's payment decisions. 
 
3. Prior to completing any treatment we will provide you with a treatment plan which informs you of the total fee our 
office expects to be paid for services we plan to perform. As a courtesy, we also estimate how much we expect the 
insurance company to pay and how much we expect you to pay based on our past experiences working with your 
insurance company.  

 We cannot stress enough that these are estimates only.  

 For exact payment information we recommend that you call the insurance company directly and use the 
treatment plan provided to determine your exact coverage.  

 When you call the insurance company we recommend writing down the date, time, and representative's 
name for reference. Insurance companies frequently provide inconsistent information. Information about 
your call can help with disputes that may occur regarding coverage after treatment is complete. 
 

4. Your anticipated portion of payment is due at the time of service. These fees may include deductibles, co-

payments, and services not covered by your insurance. For your convenience we accept payment in the form of cash 
and the following credit cards: Master Card, Visa, Discover, and American Express. 
 
5. Disputes over payment are settled based on the contractual agreement between the insurance policy holder 
and the insurance company. Urbana Pediatric Dentistry has no power to resolve these disputes and will not get 

involved in disputes of this nature. 
 
6. Our office will submit your insurance claim at the time of service. We will give a maximum of 30 days from the time 
the claim was submitted for the insurance company to send payment. After 30 days, the individual who signed the 
treatment plan and/or the individual signing this form will be responsible for payment of services performed. 
 
7. A statement outlining any remaining balance left after the insurance company has paid their portion will be sent to 
you via mail or email. Payment is expected at the time of receipt. If payment is not received within 30 days of the date 
of treatment, the account will be sent to collections. A collections fee of 50% of the delinquent balance will be applied 
to the account if it is sent to collections. 
 
8. We ask that you give a minimum of 48 hours notice if you need to change or cancel your appointment so we 

can make that time slot available to other patients. 

 If an appointment is cancelled within 48 hours without an excused cause, we reserve the right to retain the 
holding fee or apply a missed appointment fee  to your account.  

 If your child's appointment is missed without giving any notice - "no show" - more than once, we reserve the 
right to discontinue care and retain any holding fees. 
 
 

 
Please Read and Acknowledge by checking the box: 

I have read and accept the above financial policy. I understand, acknowledge and agree that I am fully 
responsible for the total payment of all procedures performed. This includes payment for treatment that insurance 
does NOT cover. 
 
 

 

Parent Signature: ____________________________________________________________ Date: ____________________  


