Appointment Cancellation Policy
East Indy Dental Care has implemented appointment reminder and confirmation systems that utilize emails
and cell phone text messages, as well as personal phone calls, to remind you and your family members of
upcoming appointments with our office. It is our pleasure to provide these services to our patients at NO
CHARGE as a means to better enhance your patient experience.
If you are ever unable to keep a scheduled appointment with our dental office, we require at least a two
(2) business day notice by calling our office to reschedule or cancel your appointment. If your notice is
not received within the two (2) day window, a small short-notice fee of $35.00 may be charged to your
account.

Patient Financial Responsibility
As a condition of your treatment by this office, I understand that payment in full is due at the time services are
rendered. I may pay with cash, personal check, credit or debit card, or CareCredit. I understand that all
emergency dental services or any service performed after regular business hours must be paid at the time
services are rendered.
A service charge of 1.5% per month (18% per annum) on the unpaid balance will be charged on all delinquent
accounts, starting on the date the debt was incurred.
I consent and understand that any fee estimate or insurance estimate given to me as part of my treatment plan
fees is only an estimate, and due to the nature of dental care and the unforeseen problems or changes that
may arise during treatment, fees and/or treatment may also change as a result.
In the event that my account becomes delinquent, I understand that future treatment may be delayed until the
balance has been paid. I also understand that if my account becomes delinquent, I shall be solely responsible
for any and all collection fees, attorney fees, court costs, interest charges, and any other reasonable fee or
charge as a result of my delinquent account.
If I choose Assignment of Benefits with regards to my insurance plan reimbursements, I authorize payment of
dental benefits, otherwise payable to me, directly paid to East Indy Dental Care. I also grant my permission to
you or your assignee, to telephone me at home or work to discuss matters related to this form. I have read the
above conditions of treatment and payment and agree to their content.
__________________________________________________________________

_____ / _____ / _____

Signature of Patient

Date

__________________________________________________________________
Printed Name

