






Alpine Dental Associates
Thank you for choosing our office! Our primary mission is to deliver the best and most comprehensive
dental care available. We are committed to providing the best doctor-patient experience possible.

NO-SHOW/CANCELLATION POLICY:
Appointments made are times reserved especially for you. IF YOU MUST CHANGE YOUR
APPOINTMENT, WE REQUIRE AT LEAST 24 HOURS' NOTICE TO AVOID A POSSIBLE $25
CANCELLATION FEE. (Emergencies are an exception.) IF YOU ARE SCHEDULED AND DO NOT CALL
OR COME TO YOUR APPOINTMENT, YOU WILL INCUR A $50 FEE. Initials:_______

STANDARD OF CARE:
At your first visit, our dental professionals will take a full mouth series of x-rays. Every 12 months after
that, another set of x-rays including, but not limited to, bitewing and periapical films will be taken. This is
to ensure your oral health remains in optimal condition. Initials:______

PAYMENT POLICY:
WE REQUIRE PAYMENT AT THE TIME OF SERVICE UNLESS OTHER ARRANGEMENTS HAVE
BEEN MADE. You may choose from the following payment options:

● Pay in full via cash, check, credit card, or Care Credit.
● Accounts are considered delinquent if a payment has not been made within 90 days. After 90

days, accounts will begin accruing interest of 2.0% a month. You agree, in order for us to collect
any amounts you may owe, we may contact you by any telephone number associated with your
account. We may also contact you by sending text messages or emails, using any email address
you provide to us.

● Please Note: A $35.00 fee will be applied for all returned checks. Initials:______

For Patients without Insurance:
● Payments made in full at the time of service will receive a 5% discount for fees in excess of

$200.00. Senior Citizens will receive a 10% discount for fees in excess of $200.00.
Initials:______

PATIENTS WITH INSURANCE, READ CAREFULLY:
● As a courtesy, we do bill directly to your insurance company. However, it is your responsibility to

know and understand what your insurance will and will not cover. Since we are committed to
providing you with the best care possible, we do not allow insurance companies to dictate your
treatment. We will work with you to the best of our ability to ensure you are getting the most out of
your dental benefits. Any questions or comments regarding your benefits should be directed to
your insurance carrier. (PLEASE INITIAL:______)

● I UNDERSTAND AND AGREE THAT ALPINE DENTAL ASSOCIATES DOES NOT
REPRESENT MY DENTAL INSURANCE COMPANY AND CANNOT MAKE ANY
REPRESENTATION OR WARRANTY THAT MY DENTAL INSURANCE COMPANY WILL
COVER ALL, OR ANY PORTION OF THE DENTAL SERVICES PROVIDED TO ME. I
FURTHER UNDERSTAND THAT I AM RESPONSIBLE FOR ANY AND ALL AMOUNTS NOT
PAID OR COVERED BY MY DENTAL INSURER. I REALIZE THAT MY BALANCE WILL BE
THE DIRECT RESULT OF AMOUNTS REMAINING DUE TO DEDUCTIBLES, COINSURANCE,
AND AMOUNTS NOT PAID BY MY DENTAL INSURER DUE TO EXHAUSTION OF BENEFITS.
(Please Initial:______)

****If you have any questions, please do not hesitate to ask!****

Patient, Parent, or Legal Guardian Signature:____________________ Date:_________

Patient Name: (Please Print.):______________________________________________
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