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Dental Associates




                    POLICY STATEMENT FOR THE OFFICE OF KEY WEST CROSSING DENTAL ASSOCIATES
                                                                   

Patients Name _____________________________

Patients Date of Birth ____/____/____

The primary goal of our dental practice is to provide the highest quality oral health care in the most gentle,

efficient manner.  Since our practice is also a business with obligations that must be met, we ask that all

payments be made on the day of each visit to our office unless prior arrangements have been made. We
           accept cash, checks and major credit cards.  We also offer a flexible payment plan, Care Credit, which
           may allow you to start your treatment today and spread payments over time.  Applying for Care Credit takes 
           only a few minutes and there is no fee to apply.



         

Initial ____________
We may accept assignment of insurance benefits, however we do require you pay your deductible and copay
at each visit.  We will do our best to give you an estimate of your investment in your dental health for each

upcoming visit, based on your individual treatment. Please remember, your insurance policy is a contract
between you and your insurance company.  Also be aware that some services may not be covered under your
plan or may not be covered up to the amount charged.  These charges will be due immediately upon notification. 














 
 Initial ____________
Your dental appointments are scheduled carefully.  Time, trained personnel and dental equipment are
reserved for each procedure.  Missed appointments add to the cost of dental care when reserved facilities
are left waiting empty.  We request 48 hours advanced notice for rescheduling your appointment. 
Your account will be charged a broken appointment fee of $50.00 per hour for missed appointments without 

proper notification.  
 


                



Initial ____________
It is imperative for you to arrive on time for your appointments.  Please understand, the most common reason for
our office to be running behind is due to patients arriving late for their appointments.  If you arrive late to an
appointment, we may not be able to see you that day and may need to reschedule your appointment.  We will
charge the same fee as a missed appointment fee of $50.00 for up to one hour and $50.00 for each additional hour.                           













Initial ____________
Minor patients must always be accompanied by a parent or guardian.
        


Initial ____________
Delinquent accounts over 90 days past due will be forwarded to the District Court of Maryland for collection.  
All accounts forwarded to small claims will be subject to an additional charge of $300.00 to cover the 
cost of collections.                                        






Initial ____________
A returned check fee of $35.00 will be added to your account for any returned check.  Before we accept a

another payment by check, the $35.00 fee plus full payment for the check that did not clear must be paid in 

cash or by credit card.








Initial ____________
By initialing above and signing below, I acknowledge that I have read and agree to accept the terms of the
policy statements listed. I give my consent for Dr. Schwartz and Associates to perform a dental examination,

including necessary x-rays, and to provide indicated dental treatment.  I understand that all treatments have

benefits and risks.

____________________________________________         ____/____/____

Signature                              




  Date
