
TYSONS DENTISTRY 

(703) 442-0770 

 

FINANCIAL POLICY 

Our dental office accepts most major PPO dental insurances for your convenience. Dental benefits are not meant 

to determine your dental care; they are to assist you in the payment of your treatment. As a courtesy to all patients, 

we do our best to verify your dental insurance benefits, but ultimately you will be responsible to know your benefits. I 

understand that I am financially responsible for any outstanding balance for services provided that are not fully 

covered by my insurance, and I may be billed for this remaining balance. I consent and agree to be financially 

responsible for payment of all services rendered on my behalf or my dependents (if any). We accept cash and most 

major credit cards. All balances over 60 days are subject to interest in amount of 1.5% per month. Our office offers 

CARE CREDIT payment plan for your convenience. Your appointments are considered confirmed as soon as they are 

made. If for any reason you cannot keep your scheduled appointment or will be delayed, please contact our office 48 

hours in advance to reschedule. If you need a copy of your dental records, you will need to request that in writing. 

Our office need to receive your written request at least 24 hours in advance to prepare your record to be transferred.  

● I agree to pay the charges for services at the time of treatment. 
● All returned checks are subject to $25 fee. 
● In the event of a broken appointment, or cancellation with less than 48 hours 

notice, a fee of $100/hour of appointment will be charged to your account.  
● A $25 administrative fee will be applied for record transfer. 

I have read and understand the above information. I acknowledge that I am responsible for all charges and past 

due balances on my account/ my dependent, in addition to collection costs. I understand my payment is due at the 

time of treatment.  

 

Patient Name ___________________________________________________________    Date _________________ 

 

Signature (of patient/Legal Guardian)  _____________________________________________  


