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MODERN ENDODONTICS 

Financial and Payment Policies 

 

We at Modern Endodontics are prepared to assist you with the various methods of payment available 

for your endodontic procedure. If you have dental insurance, we will provide an estimate of your co-

payment and collect your portion at the time of your appointment. We accept cash, checks, Visa, 

MasterCard, Discover and American Express. We also offer Care Credit, an outside healthcare financing 

program that offers interest-free payment plans upon approval. 

As a courtesy to our patients, we are happy to submit your claims for services. In order for us to do this, 

you must provide us with accurate and up-to-date insurance information. We will verify your coverage 

and plan before your appointment. With this, we will estimate the insurance portion and your co-

payment. This may or may not be what the insurance company will actually pay. Your plan may base its 

dollar allowance on a usual and customary fee schedule which may not coincide with current fees in our 

area. We'll do our best to help you receive maximum benefits.  If your dental insurance pays less than 

what we had estimated, the balance is your responsibility. You will be sent a bill and you will be 

expected to pay for what the insurance did not. Patients are responsible for all balances incurred for 

services received. 

If we do not participate with your insurance, we request you pay in full for your treatment. We will 

submit to the insurance on your behalf. If and once your insurance sends us payment we will be happy 

to reimburse you. 

We will wait 45 days for insurance claims to be paid. After 45 days if payment has not been made, you 

will be asked to pay the balance and seek reimbursement from your insurance company. 

By signing below, you have read and understand the terms and conditions of the financial policy for 

Modern Endodontics. 

 

___________________________________                                                         _______________________ 

Signature of Patient/Responsible Party:                                                           Date: 

 

 


