




 Financial Agreement

In an effort to make our services as affordable as possible, we offer financing options through 
outside companies for qualified individuals. If interested, please ask our financial coordinator 
about the details.

In order for you to be able to make plans in advance to satisfy your treatment costs, we are 
introducing our collection policies in advance. These polices are as follow:

1. You are personally responsible for the full payment of all services rendered.

2. All co-payments are due and payable at the time the services are rendered.

3. We will discuss your treatment costs with you in advance and provide you with our best 
estimate of the portion of fees payable by your insurance company. However, you must 
keep in mind that the final decision as to the extent of your insurance benefits is made 
by your insurance company.  Therefore, you are ultimately personally responsible for 
any portion of the costs not paid by your insurance provider(s).

4. We will bill your insurance company(s) for services rendered on your behalf and apply 
all the payments received to your account.

5. We will submit any procedures that require prior authorization to your insurance 
company(s) for approval. You may decide to wait for this approval prior to the 
procedure(s) being performed, or you may decide to undergo the treatment regardless. 
In either case, you are ultimately personally responsible for any portion of the costs not 
paid by your insurance provider(s). You must keep in mind that a prior approval is not a 
guarantee of payment by your insurance company and other factors such as the amount
of benefits used may affect the final payment.

Signature:

I have read and understood the above policies and I agree with their consent as a condition of 
treatment. I accept full financial responsibility for all charges for services rendered to me, to my
minor child or to the person for whom I have legal responsibilities. I understand that filing a 
claim to my insurance company(s) by me or by this office does not relieve me from my 
responsibility for the payment of all charges.

Name of Adult Patient, Parent/Guardian or Responsible Party

______________________________________________________

Signature of Adult Patient, Parent/Guardian or Responsible Party  

______________________________________________________



Date: _____________________________________



Smile Questionnaire 
 

Name________________________ Date__________________ 
 
In order to evaluate your needs and expectations as accurately as possible, please help us by 
answering the following questions. 
 
Are you unhappy with the appearance of your teeth and smile? Yes No 
 
Do you feel that your teeth are (please circle response) 
 
Too small or short Yes No 
Too long or large Yes No 
Crooked or crowded Yes No 
Misshaped (Uneven/Pointed) Yes No 
Off Color Yes No 
Chipped Yes No 
 
Do you feel like your teeth stick out too much? Yes No 
 
Are there spaces between your teeth that you do not like? Yes No 
 
Is there too much or too little gum tissue showing when you smile? 

 
Yes No 

 
Are there other dental issues not listed above that you would like to discuss or have 
treated? Yes No  
If yes, Please 
explain______________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
 
What would you like to change about your smile and how it would make you 
feel?________________________________________________________________________
____________________________________________________________________________
__________________________________________________________________________ 
 
Signature_____________________________________________  
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