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Financial
Agreement

Thank you for choosing Danville Pediatric Dentistry
for your child’'s dental care. Please read our financial
agreement. Sign and date prior to any treatment.

For my convenience, this office may release my
information to my insurance company, and receive
payment directly from them.

I will pay a $25 fee for appointments broken within 24
hour notice.

Treatment plans sometimes change, and | will be
responsible for the work completed on the
date of service.

In an effort to make our patients’ dental care affordable,
payment is required at the time of treatment. If you do
not have dental insurance, full payment is due at the
time of service. If you have dental insurance, we require
an estimated co-payment on the date services are
rendered. If your account has an overdue balance, future
treatment may be delayed until your balance has been
paid in full. For your convenience, we accept cash, check,
CareCredit or credit. We do not offer payment plans.

Dr. Monica Mosley

4045 Riverside Dr, Danville, VA 24541

P: 4347912142 | F:434.7912185 | info@danvillepediatricdental.com

Dental
Agreement

lunderstand that fees for services not covered by my
insurance are my financial responsibility. Any insurance
quote received from Danville Pediatric Dentistry is only
an estimate of your dental benefits and not a guarantee
of payment. If your insurance is ineligible on the date

of service, you are responsible for all payments. As the
insured, it is your responsibiliity for the understanding
of your policy.

Please keep in mind our financial policy applies to
whoever brings the child in for treatment. That person

is financially responsible for any charges incurred on
the day of the appointment. We do not send statements
to others or other parents.

Please note that Danville Pediatric Dentistry is in
network with Delta Dental and VA and NC Medicaid.
We will file all other insurances as a courtesy to our
patients but the balance due will be the responsibility
of the legal guardian.

I have read, understand, and agree to the Danville Pediatric Dentistry financial agreement.

Patient(s) Name:

signature of Parent/Legal Guardian:

Print Parent/Legal Guardian:




