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         APPOINTMENT AND FINANCIAL POLICY 
PLEASE READ THE FOLLOWING, SIGN AND RETURN ON THE FIRST VISIT. 

 
________  (Initial)  An appointment written in our schedule, with your child’s name on it, is a bond of 

trust that we will be here to serve you and that you will be present and on time for 
that appointment. For all of us, time is important and we do our best to ensure that 
you are seen promptly. Working with small children, as we do, there are no 
guarantees. We appreciate your patience. Please be assured that your child will also 
receive the same extra attention.  

 
________ (Initial)   As a courtesy to our patients, we will attempt to confirm your scheduled appointment. 

Feel free to leave a message on our 24 hour voicemail if you have any questions or 
concerns. However, once you have made an appointment, remembering and keeping 
it is your responsibility. Confirmation is a courtesy to you. 

 In the event of tardiness, we will make every reasonable effort to try to see you if 
possible. However we must be courteous to other scheduled patients and you may be 
rescheduled. 

 
________ (Initial)   We make every effort to be on time, we hope you will also. If you must change an 

appointment, we request 48 hours advance notice. In the event of illness, call the 
office as soon as possible. Feel free to leave a message on our 24 hour voice mail. 
We have many children waiting for earlier appointments. We reserve the right to 
charge a fee ($50) for broken appointments. For repeated broken appointments we 
reserve the right to dismiss you from the practice.  

 **  If your child is on the Oregon Health Plan, ONE missed appointment or cancel 
within 48 hours for any reason, will result in dismissal from the practice and referral 
back to OHP. We may reinstate the child at the discretion of the practice. 

 
 
________ (Initial)   Our office provides dental care as determined by the American Dental Association 

and the American Academy of Pediatric Dentists. Insurance companies may have 
limits or exclusions for the recommended treatment. It is up to you to know your 
insurance policy and any possible limitations and exclusions.  

 
________ (Initial)   Payment is requested at the time treatment is provided. We accept most insurance 

plans and will bill your primary and/or secondary for you. If you have dental insurance 
we collect the estimated amount not covered at each appointment. You need to 
provide us complete insurance information and answer any insurance inquiries. In the 
event of insurance delays or disputed claims beyond 45 days, you will need to pay 
your account in full and arrange for reimbursement by your carrier. Please remember 
that insurance companies only assist in payment and rarely cover your full costs. If 
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your dental plan does not pay the amount we have estimated, the balance is your 
responsibility.  

            Please note, a divorce decree is a legal agreement binding only upon the two 
parties who made this agreement.  Regardless of whom the judge deemed financially 
responsible for dental bills, the adult accompanying the child is responsible for 
payment of services rendered to a child patient.  The parents can settle the financial 
responsibilities between themselves.  Please do not ask us to do this for you. 

 
________ (Initial)   Finance charges are not assessed on current accounts. For accounts 45 days past 

due, a finance charge will be imposed on services not paid in full. The finance charge 
is a monthly rate of 1.50%, which is equal to a yearly rate of 18%, with a minimum 
charge of $1.00. A billing fee is imposed after 45 days at the fee of $5.00 per month.  

 
________ (Initial)    A claim will be submitted to my insurance carrier, if applicable, and authorize 

release of any necessary information to them. I understand that if Drs. Benjamin 
Pham and Kristen Yu are not a participating/preferred provider with my insurance 
plan, that I am responsible for any balance not covered by such plans. I authorize my 
insurance company to send payment directly to Big Tooth Little Tooth Pediatric 
Dentistry PC. I agree to pay all costs of collections, including, but not limited to, 
reasonable attorney fees 

 
________ (Initial)   Method of Payment: _____ Cash _____ Check _____ Debit/Bank Card _____  $38.00 

fee is charged to your account for any bank returned check (NSF).  An $85 processing 
fee will be assessed if your account is deemed delinquent and you will be dismissed 
from our practice. We will refund any credit back to you as soon as we can. All 
refunds will be made to the account holder and address we have on file. 

 
I acknowledge I have read this financial policy and I am responsible for all charges whether 
or not paid by insurance. If I have insurance, I hereby authorize payment of the dental 
benefits, otherwise payable to me, directly to Big Tooth Little Tooth Pediatric Dentistry 
(Benjamin Pham DMD and Kristen Yu DDS) 
 
 
Signature __________________________________________ 
Date ______________________  
 
Print Name _________________________________________


