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Financial Agreement and Appointment Policy 

 

Thank you for choosing Cosmos Dental Group as your Dental Care Provider. We look forward to 

working with you to achieve optimal oral health. Please understand that payment of your bill is a 

part of your treatment. If you have a dental plan, we will try our best to help you receive your 

maximum benefits, but we need your assistance to make this happen.   

Payment for services is due at the time treatment is provided. We accept Cash, Visa, 

Mastercard, American Express, Discover, and Care Credit. We are happy to process your primary 

insurance claim for reimbursement. We cannot keep up with your benefits or maximums for 

the year. This is your responsibility to inform us of changes in your coverage. We can help 

you understand this, and welcome questions. 

We will discuss all proposed treatment with you and answer any questions that we can relating to 

treatment and insurance. Most insurance plans do NOT cover 100% of your treatment cost. You are 

expected to pay deductible and estimated co-payment on the day services are rendered. We will 

file your claim, but many variables exist from policy to policy (i.e., deductibles, annual maximums, 

downgraded procedures, fee limitations, non-covered procedures, and other restrictions). These 

nuances are complex, and we cannot guarantee the estimated charges. Some companies 

arbitrarily select services they will NOT cover.  

Your policy is an agreement between you and the insurance company.  We are not included in that 

agreement. You are ultimately responsible for all charges.   

It is important to remember that our relationship is with YOU, not your insurance provider.  While 

we do everything in our power to file claims and get them paid on your behalf, it is ultimately your 

responsibility.   

If your insurance has not paid their portion within 60 days of treatment, you are responsible for the 

payment in full. If you have a balance on your account that is past 90 days, the account holder will 

be referred to a collection agency for payment.  

Treatment plan estimates:   

An estimated treatment plan is exactly that; an estimate. We prepare estimates so that patients can 

understand their estimated cost prior to beginning their treatment. This is a good faith estimate to 

predict cost based on known facts when the estimate is prepared. As treatment progresses, it may be 

necessary to change treatment, which may affect estimated cost.   

 

 



 

 

 

 

Adult patients:  

Adult patients are responsible for full payment at time services are rendered.  

Minor patients:  

The adult accompanying a minor, and the parents/guardians of the minor are responsible for full 

payment. For unaccompanied minors, non -emergency treatment will be denied unless consent has 

been given, and payment has been arranged.   

Missed/Broken Appointments:  

We send a text reminder of your appointment according to your preferred phone number, 2 days 

before, but we are not required to. This is a courtesy. It is your responsibility to remember your 

appointment. Please notify us of changes to your contact information.  

We please ask for 48 hours notice to cancel or reschedule your reserved appointment.  We ask you 

to reschedule hygiene visits within 14 days. A broken appointment is defined as one for which the 

patient failed to show up or cancelled an appointment with less than 24 hours notice. As of 

January 1, 2022, this office will charge for broken appointments at a rate of $75 per hour for a 

broken appointment. All charges for broken appointments must be paid before any other 

appointments will be scheduled. All adult patients are required to sign for minors/dependents and 

themselves.   

If you are late for your appointment, we may need to reschedule.  

Insurance changes: 

Please notify us at least 2 business days prior to your appointment if you have new insurance or have 

changed plans. Contacting the company for benefits can take several hours. We cannot guarantee 

same day verification and may need to reschedule your appointment if we cannot verify the 

policy. 

I have read and agreed to the above. I understand that I am responsible for all debts incurred. If my 

account is assigned to an agency, I understand that I am responsible for all attorney or court fees, or 

delinquency fees associated with collection of my debt. 

 

I agree to the above terms and conditions. 

 

 

 

Patient Signature        Date 


