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Late/Missed Appointments
n You may be asked to reschedule if you  
 arrive more than 10 minutes late.
n There is a $25/hr fee levied on appointments  
 missed with less than 24 hour cancellation notice.

Unaccompanied Minors
n Unaccompanied minors must have any applicable forms filled   
 out by a parent or guardian BEFORE they can be seen in our  
 office for ANY treatment! Payment is still due at time of service  
 for these patients.

Insurance/Payment Policy
n Our office will bill your dental insurance, but it is your  
 responsibility to know limitation and coverage benefits of any  
 applicable insurance plan. All fees for services rendered,  
 are the responsibility of the guarantor/responsible party, 
 whether insurance coverage is active or not.
n Full payment is due at the time of service.
n We accept cash, checks, Amex, Visa, Mastercard, Discover  
 and Care Credit
n Our office does not accept Medicaid or CHIP Insurance.
n Delinquent Payments will be turned over to a collection  
 agency after 90 days of inactivity.
n If your account is turned over to Collections,  
 you will be dismissed from the practice.

All Patients must complete all forms before being seen by a healthcare professional.

O F F I C E  P O L I C I E S

The information collected in this questionnaire is for the purpose  
of providing treatment to you. Personal information is used to contact 
you, process payments and verify insurance coverage. We may 
disclose your personal health information to other health care  
professionals, collection agencies and their affiliates if necessary; 
or require it from other providers as necessary for your treatment in 
our office. You may request copies of your records and xrays at any 
time. Disclosure of any personal information will not be made to any 
person not involved in your treatment or to the administrators of this 
practice, without your prior written consent. By providing your email 
and phone information you consent to our office and our affiliates  
to contact you via phone call, text, or email. If you have any ques-
tions about our handling of your health information, please do not 
hesitate to raise these concerns with our practice. More information 
is available at your request.

Services rendered are charged directly to the patient and the patient 
or responsible party (if designated) is responsible for payment of all 
services rendered. As a courtesy, we will submit forms to insurance, 
if applicable,  if you provide accurate insurance information to our 
office. However, it is the patient’s responsibility to know their  

personal insurance benefits and coverage, not our office’s.  
We cannot guarantee payment of any claim, and any estimate we 
provide for treatment, is merely an estimate. It is your responsibility 
to be familiar with your insurance limitations, coverage and any 
applicable downgrades. All outstanding balances not paid by 
insurance will be billed directly to the patient/responsible party. 
Estimated portion or payment in full is due at the time of service. 
Payment arrangements must be made in advance. You will be 
provided a separate form detailing any payment arrangements, if 
necessary. Our office does not render any service on the assumption 
that the charges will be paid by insurance. I agree that if payment 
cannot be made at the time of service, treatment may be denied 
and I am responsible for any damages incurred. I agree to pay any 
court costs and attorney fees with or without suit, incurred in collect-
ing any past due balance, and a collection fee up to 40% of the 
outstanding balance owed, as compensation to sojo dental, or its 
affiliates, for any commission that it must pay to a collection agency 
in collecting any outstanding balance. Furthermore, I agree that  
this fee is proportionate to the actual damage caused by my  
nonpayment and is not an excessive amount of collection costs. 
There is a returned check fee of $25.

I, _______________________________________________________ (Please print name) 
have read the above office policies, conditions of treatment and payment, and agree to their content.

Signature of Responsible Party _________________________________________________________    

Date _____________________    Relation to patient _______________________________________

C O N S E N T  F O R  S E R V I C E S / F I N A N C I A L  A G R E E M E N T


