
NEW ENGLAND DENTAL SPECIALISTS
Financial Policy Form

Patient Name: ____________________________________________              Date:_____________
Please Read Carefully
At New England Dental Specialists, we are committed to providing high-quality, specialty-level care designed to achieve optimal clinical outcomes. Financial policies are an essential part of your treatment planning and help ensure clarity, efficiency, and continuity of care.
All patients are required to complete and sign:
Patient Information Form
Medical History Form
Notice of Privacy Practices
Financial Policy Form
Payment Policy
Payment is due at the time of service unless prior financial arrangements have been made.
We accept cash, checks, debit cards, and major credit cards (American Express, Discover, Visa, MasterCard) and Care Credit.
Refunds
A 5% processing fee applies to all refunds made to a credit/debit card.
If a transaction is not voided the same day prior to batch processing, the fee will apply.
Refunds are processed within 7–10 business days.
Processing fees are non-refundable.
Insurance Policy
1. It is the patient’s responsibility to provide accurate and current insurance information.
2. Your insurance policy is a contract between you and your insurance company.
New England Dental Specialists is not a party to that contract.
Any balance not covered by insurance is the patient’s responsibility.
3. Insurance estimates are not guarantees of payment. Final responsibility is determined by the insurance carrier.
4. A valid credit card must remain on file.
Balances outstanding beyond 30 days may be charged to the card on file.
5. Delinquent accounts may be subject to collection fees and/or attorney fees.
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Outstanding Balances
Any outstanding balance must be resolved prior to scheduling future appointments.
The practice reserves the right to delay or deny non-emergency treatment until balances are paid.

Returned Payments
A $35.00 fee will be applied for returned checks or failed electronic payments.
The account must be brought current prior to scheduling additional appointments.

Card on File Authorization
To facilitate efficient billing and account management, New England Dental Specialists requires a valid credit or debit card to be maintained on file.
By signing this agreement, you authorize New England Dental Specialists to securely retain your card information and charge the card for:
Outstanding balances exceeding 30 days
Missed appointment and late cancellation fees
Unpaid portions of treatment not covered by insurance
Charges previously authorized by you
You will be notified of charges when appropriate. This authorization remains in effect unless revoked in writing. Any outstanding balances must be resolved prior to revocation.
Deposits for Surgical & Extended Appointments
A deposit may be required to reserve surgical or extended appointment time.
Deposits will be applied toward treatment at the time of service.
Deposits may be forfeited in the event of late cancellation or missed appointments.
Additional deposits may be required for patients with repeated scheduling issues.

Treatment & Financial Responsibility
Treatment recommendations are based on clinical findings and are independent of insurance coverage.
The patient is financially responsible for all services rendered, regardless of insurance determination.



11/13
Financial Policy Form
Minor Patients
A parent or legal guardian accompanying a minor is responsible for payment at the time of service.
For unaccompanied minors, non-emergency treatment will not be provided unless prior financial arrangements have been made.

Records & Radiographs (Upon Request Only)
Copies of dental records and radiographs are provided within 30 days only upon patient request and are not part of routine treatment charges.
Electronic copies (when available): $25 flat fee
Printed records: $25 flat fee
Duplicate radiographs: $25 flat fee

Missed Appointments & Cancellation Policy
To maintain availability for all patients and protect dedicated clinical and surgical time, the following policy strictly applies:

Cancellation Requirement
Appointments must be canceled or rescheduled at least 48 business hours in advance.

Late Cancellation & No-Show Fees
Hygiene & General Dentistry: $50 per half hour
Specialty & Surgical Appointments: $75 per half hour
These fees apply to:
Missed appointments (no-shows)
Late cancellations
Same-day cancellations
Arriving too late to be seen
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Surgical Appointment Policy
Surgical time is reserved exclusively for you and involves coordination of staff and resources.
After 2 missed or late-cancelled surgical appointments, the patient may be:
Removed from the surgical schedule

Required to provide a non-refundable deposit
Or dismissed from the practice at the doctor’s discretion

Repeated Missed Appointments
Patients with:
3 missed appointments, or
Repeated late cancellations
may be dismissed from the practice.

Additional Conditions
Cancellation fees:
Are not covered by insurance
Must be paid prior to rescheduling
May be charged to the card on file
May be deducted from deposits

Acknowledgement: I certify that I have read, understand, and agree to the financial policies outlined above. I acknowledge that any questions regarding these policies have been addressed to my satisfaction.
Print Name: ___________________________________________
Signature: ____________________________________________
Date: ________________________________________________
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