
 

 
Financial Policy  
 
Payment is expected at the time of your appointment for services. If you have dental insurance, we 
will provide an estimate of your co-payment and collect your portion at the time of your 
appointment. We accept cash and all major credit cards. We do not accept personal checks. We also 
offer Care Credit, which offers interest-free payment programs upon approval.  
 
Your reserved time in our office is important. Treatment appointments will require a deposit when 
scheduling to secure this appointment time. This deposit will be applied to your estimated co-
payment for services. However, if the appointment is broken without 2-business days’ notice, then 
the deposit is retained as a non-refundable missed appointment fee.  
 
When reserving IV-Sedation appointments, the complete sedation fee is required at time of 
scheduling the appointment.  
 
It is important to remember that your insurance coverage is a contract between you, your employer 
and your insurance company. Benefits and coverage vary significantly from plan to plan depending 
on what was agreed upon with your employer and the insurer.  
 
Please keep in mind that the insurance is not designated to provide 100% benefit but rather to 
assist in the cost of dental care. Dental benefits should not be confused with dental care you need. 
You and Dr. Rubab Mirza determine your dental care collectively.  
 
As a courtesy to our patients, we are happy to submit your dental claims for services rendered in 
our office. In order for us to do this, you must provide us with accurate and most up-to-date 
insurance information. We will verify your coverage and plan before your scheduled appointment, 
and using this information we will estimate the insurance portion and your co-payment. Please 
understand this is only an estimate and may not be what the insurance will pay. We will do our best 
to help you receive maximum benefits. Patients are responsible for and remaining balances for 
services received. 
 
 
Patient Name:  
_________________________________________________________________________________________________________________ 
 
Patient Signature:  
_________________________________________________________________________________________________________________ 
 
Date: 
_________________________________________________________________________________________________________________ 
 


