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Office Policy
We are dedicated to providing you with the very best dental care and service, as a result, your understanding of our 
office policy is an essential element of your care and treatment. If you have any questions, please feel free to discuss 
them with our office staff.

Appointments
Our policy allows us to schedule appointments for our patients, with respect for your time, the next patient’s time, 
and the doctor and hygienist’s time. If a change needs to be made to your appointment, we ask you to call with 48 
hours notice in order to reschedule another appointment in advance. We also request that you be on time for your 
visits. If you are more than 10 minutes late, you may have to reschedule your appointment.

Group or Individual Dental Insurance
Treatment recommendations are based on your health not on your insurance or lack thereof. If you have 
dental insurance it is your responsibility to KNOW YOUR BENEFITS AND LIMITATIONS and to provide 
us with complete and accurate information to file your claims. Your insurance is an agreement between you and 
your insurance company, not between your insurance company and our office. We cannot be certain of what your 
insurance covers. The amount they pay varies from one policy to another. As a courtesy to you, our office will call to 
verify benefits; however, the benefits quoted to us by your insurance company are not a guarantee of payment. It is 
to be understood and agreed that any services rendered are charges to you directly and you are personally 
responsible for payment of any non-covered services, downgrades, deductibles, or co-payments. As a 
convenience to you, we will file your insurance, and you will be billed for any balance that remains after insurance 
has paid. If we have not received payment on a claim after 60 days, the entire balance of that claim is due 
immediately from the patient. If your insurance company later pays, we will refund your payment.

Secondary insurance claims will be filed as a courtesy. Benefits will not be verified. The portion owed for each visit 
will reflect the primary insurance only. Additional discounts are not applicable for in-network insurance plans and 
coupons.

Financial
Payment is due when services are rendered. For your convenience, we accept cash, checks and credit cards. For 
major procedures we collect 50% of your estimated patient portion to reserve an appointment time with our 
doctor, then the remaining balance when services are rendered. Payment plan options are available through 
CareCredit and LendingClub.     Any account over 90 days old will be assessed a finance charge of 1.5% of the unpaid 
balance. You, the patient, agree to pay for reasonable attorney’s fees, court costs, and costs of collection on 
overdue accounts. There will also be a $35 charge for any returned check.

I have read and understand Tennessee Family Dental Care Office Policy and I agree to be bound by its terms.  I am 
aware that I will be charged for missed appointments, and I agree to these terms.

Signature of Patient, Parent or Guardian

Please Print Name of Patient, Parent or Guardian Staff signature

Date
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Authorization for Disclosure  
of My Healthcare Information

Patient Name Date of Birth

I DO NOT wish to have my healthcare information disclosed to anyone.

Tennessee Family Dental Care may disclose the following healthcare information:
(check all that apply)

Tennessee Family Dental Care may disclose this healthcare information to the  following 
individual(s): (spouse, family member, etc.)

All healthcare information in my dental record (X-Rays, bills, etc.)

Healthcare information in my dental record relating to the following treatment or condition:

Date of Service

Name  Relationship to Patient

Name  Relationship to Patient

Name  Relationship to Patient

Name  Relationship to Patient

(please print)

Signature of Patient, Parent or Guardian

Please Print Name of Patient, Parent or Guardian Relationship to Patient

Date
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