
Financial Policy Agreement 

Concerning Your Dental Insurance: 

Dental Insurance is a contract between you and the insurance company.  Despite our efforts, there is no guarantee 
of benefits or reimbursement.  As a courtesy, we will bill your insurance company on your behalf.  If your insurance 
company has not made payment within 30 days, the outstanding balance becomes your responsibility.  Please 
remember the insurance agreement is between you and the insurance company. 

Insurance co-payment and/or deductible payment is the patient’s responsibility.  We verify insurance benefits as a 
courtesy to you.  This is not a guarantee of payment from your insurance company.  It is possible your balance will 
be different than our estimate. 

I fully understand and agree that my financial arrangements and obligations with Dr. Creech-Gionis supersede any 
and all insurance contracts that either I or Dr. Creech-Gionis may have signed.  The office may accept an 
“estimated co-payment” initially, but the patient is ultimately responsible for the entire fee. 

Concerning Your Appointment: 

A reservation deposit is required for any appointment greater than one hour in length. The deposit is equal to ½ 
your out of pocket responsibility for that appointment. 

We make every attempt to confirm your appointment as a courtesy, using the information you provide us.   Please 
make sure you provide us with the best way to reach you, and call us immediately to update that information 
when it changes.   

We require two business days’ notice to change an appointment.  If an appointment is changed, cancelled, or 
failed with less than two business days’ notice there will be a broken appointment fee.  This fee is a minimum of 
$50.  If there is a deposit associated with the appointment, the broken appointment fee is equal to the deposit. 
Broken appointment fees are non-refundable. Following a broken appointment, the reservation deposit will be 
increased to equal your out of pocket expense for that appointment. An appointment may be changed one time 
with the required notice. Subsequent changes will incur the broken appointment fee. 

Guaranty of Payment: 

By signing below, I accept personal responsibility for the payment in full of my account.  If, after 60 (sixty) days, my 
account is not paid in full, I authorize Dr. Creech-Gionis to charge my credit card the full, remaining balance.  Any 
balance unpaid after sixty (60) days is subject to a late fee of 1 ½ % per month.  Report to a collection agency may 
also occur.  

Other Billing Information: 

If you receive a bill in error, call our office to clarify your obligation.  Returned checks or “insufficient 
funds” will be charged $35/check. 

Date: __________________                   Signature:_________________________________________ 

Name on Credit Card: __________________________________ Acct #: _______________________ 

Exp.Date: __________________           Doctor/Staff Signature:_______________________________ 

*Note:  This form is scanned into your personal file, and is secured along with your medical information.  The original document 
is destroyed to protect your credit card information. 


