
                                                   
 

 

Thank you for choosing Ferguson Family Dentistry as your dental healthcare provider.  We 

are committed to providing you with a high level of professional care and have established 

the following policies for our dental practice. 

 

Missed Appointment Policy 

We require 24 hours of notice for cancellations or re-scheduling your appointments.  We 

understand unforeseen circumstances may arise leading to cancellations or rescheduling an 

appointment.  A charge may be assessed for multiple missed appointments or cancelling 

with short notice.  Multiple failed (no-show) appointments may result in being dismissed 

from our dental practice.  

 

Dental Insurance and Payment Policy 

If you have dental insurance, you have a contract with that company and your coverage may 

be subject to limitations, exclusions, waiting periods, frequency limitations, age restrictions, 

and yearly maximums.  We will provide an insurance estimate of insurance coverage to you, 

however it is not a guarantee that your insurance will pay exactly what is estimated.  

Ultimately you are responsible for payment regardless of any insurance company 

determination. 

 

We ask that you pay the deductible and copayment which is the estimated amount not 

covered by your insurance company.  Your estimated copayment will be due at the time of 

service.  Our office accepts cash, personal checks, Mastercard, Visa, Discover, American 

Express, and CareCredit.  As a courtesy to you, we will file your dental insurance claims 

electronically.  We will do everything possible to see that you receive the full benefits of your 

policy. 

 

If payment from your insurance company is not received, or if your claim is denied, you will 

be responsible for paying the full amount at that time.    

 

Insurance Re-imbursement 

This form instructs your insurance company to make payment directly to our office.  I 

authorize my insurance company to pay my dental benefits directly to Ferguson Family 

Dentistry PC.  I understand that responsibility for payment for dental services provided in 

this office for myself or my dependents is mine, and payment is due at the time services are 

rendered.  I have read, understand, and agree to the above terms and conditions.   

 

 

Patient Name:______________________________________ 

 

 

Patient Signature: ___________________________________ Date: ___________________ 


