
Dental Practice Policies 

Welcome to our dental office. We appreciate the opportunity to assist you with your dental care needs. Our goal is to 
provide you and your family with the best dental care available at an affordable cost and in an efficient and professional 
manner. We can only accomplish this goal with your help. With this in mind, we have listed our office policies below for 
your review.  

_____ Should you be unable to make your scheduled appointment we request that you notify the office at least 24 
hours in advance. We will make every effort to confirm your appointment with you; however, it is your responsibility to 
keep that appointment. A broken appointment fee of $100 Monday-Friday and $125 for Saturday may be billed to your 
account if you fail to notify the office within the time frame specified. 

_____ Payment is due at the time of service. We accept cash, money orders, debit cards and all major credit cards as 
payment. For your convenience, we accept most dental insurances. As a courtesy, we will be happy to file your dental 
insurance claim to your insurance company on your behalf. Insurance claims that are not paid within 60 days become 
the sole responsibility of the patient. If the balance on your account becomes more than 90 days past due, your 
account will be transferred to a collection agency and a fee of 35% of the balance will be added to your account.  

_____ We try very hard to adhere to a schedule. If you are more than 15 minutes late, we may have to reschedule your 
appointment. Sometimes an emergency will occur that will make us run behind. We do respect your time and will make 
every effort to stay as close to your appointment time as possible. We thank you for choosing our dental family and look 
forward to a long relationship with you. 

_____ Please understand that dentistry is not an exact science and therefore reputable practitioners cannot properly 
guarantee results. No guarantee or assurance has been made by anyone regarding dental treatment that you have 
requested or authorized. Each dentist is an individual practitioner and is individually and solely responsible for the 
dental care rendered.  

_____ Your original records belong to the office. You may request copies for you or others. We will provide them within 
five business days upon receiving a written request from you. There will be a fee to duplicate your chart.  

_____ The patient and dentist (including their corporations, representatives, staff, agents, parents, guardians, children 
and all related individuals and entities) agree that all litigation events that occurred in the dental office will be deter-
mined through submission to an arbitrator, and NOT by a lawsuit or other legal proceeding filed in a federal, state, 
county or municipal court. By signing this Arbitration Agreement, the parties waive and forfeit their constitutional, statu-
tory or common law rights for a judge or jury to decide any legal questions or disputes, and instead accept the sole use 
of a private arbitrator. This Arbitration Agreement covers all disputes as to dental treatment, financial matters or any 
other events that occurred in the dental office whether in tort (intentional or neglect), contract, statute, common law or 
otherwise, and including without limitation all actions relating to dental negligence, return of fees, loss of consortium, 
wrongful death, discrimination, emotional distress or punitive damages. The arbitration shall bind all parties, including 
without limitation any spouse or heirs, and will NOT be subject to court review. Either party may initiate arbitration by 
serving on the other a written “Demand for Arbitration” form by certified mail. No other form of service will be accept-
able. The Demand for Arbitration must identify all parties, include their contact information, describe the claims against 
each party, and state the amount of damages sought. Either party then may continue the proceedings by contacting the 
American Arbitration Association (“AAA”). A single AAA arbitrator, mutually selected by the parties, will conduct the 
arbitration. All proceedings will be resolved using the AAA rules. Arizona law will apply. If any provision of this Arbitra-
tion Agreement is held to be invalid or unenforceable, the remaining provisions will remain in full force and effect. 

Patient Signature: _______________________________   Witness Signature: ___________________________________ 

Patient Print Name: _____________________________  Witness Print Name: __________________________________ 

Date: _______________________________ 


