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PAYMENT ARRANGEMENT FORM 

NAME OF PATIENT: ____________________________________________________________ (“patient”) 

Payment Agreement: 

I agree that I am responsible for all services rendered to the Patient and that payment is due and payable to the Practice at the 
time services are rendered and that health, dental and accident insurance policies are an arrangement between my insurance 
carrier and me. I agree to pay all deductibles and co-pays at the time of service (if I have dual insurance coverage, my co-pay or 
deductible will be based on the primary coverage). I understand that while the Practice will file claims with my insurance 
company on my behalf, I remain responsible to the Practice for what is not paid by my insurance company. I also understand that 
if the Practice cannot verify insurance benefits eligibility for me prior to treatment that I will pay in full for the services at the time 
they are rendered. I understand that the Practice may charge: 1) a late fee if payment on my account is not received by the due 
date; 2) an amount equal to $35.00, but not to exceed the maximum amount permitted by law for each returned check, and 3) a 
$40.00 fee for each appointment that is missed/canceled without 48 working hours notice. I agree to the extent permitted by law, 
that if my account balance is referred to any agency or attorney(s) for collection purposes, to pay reasonable attorney’s fees and 
any expenses or costs relating to the collection proceeding, including court costs. I understand that if treatment or care is 
suspended at any time by the patient, all fees for professional services rendered will be immediately due and payable. I authorize 
payment directly to the Practice. 

RESPONSIBLE PARTY: 

Full Name: ______________________________________ DOB: ________________ SSN#: __________________________ 

Street Address: ___________________________________ City: __________________ State: _____ Zip:_________________ 

Home Phone: _____________________________________________ Work phone: __________________________________ 

Employer Name: ________________________________________________________________________________________ 

INSURANCE INFORMATION: 

Primary Insurance: 

Primary Insurance Name:_________________ Address: __________________________ Phone Number:_________________ 

Name of Insured: ______________________ Relationship: _______ ID Number:_____________ Group Number:___________ 

Secondary Insurance: 

Secondary Insurance Name: _____________________________ Address: ______________Phone Number: _______________ 

Name of Insured: __________________ Relationship: _______ ID Number: _______________ Group Number:_____________ 

I acknowledge having received a copy of the Practice’s Notice of Privacy Practices. I agree that a photocopy of this 
authorization is as valid as the original. 

Signature of Responsible Party: ________________________________________________ Date: _______________________ 



Tassajara Dental Care 
No-Show, Late, & Cancellation Policy 

Description 

“No Show” shall mean any patient who fails to arrive for a scheduled appointment. 

“Late Cancellation” shall mean any patient who cancels an appointment less than 48 BUSINESS 
HOURS before their scheduled appointment. 

“Late Arrival” shall mean any patient who arrives at the office 15 minutes after the expected 
arrival time for the scheduled appointment. 

Policy 

It is the policy of the practice to monitor and manage appointment no-shows and late 
cancellations. Tassajara Dental Care goal is to provide excellent care to each patient in a timely 
manner. If it is necessary to cancel an appointment, patients are required to call or leave a 
message at least 48 business hours before their appointment time. This is not including 
Saturday, Sunday and Monday. Less than 48 business hours, a $40.00 fee will be assessed. 
Notification allows the practice to better utilize appointments for other patients in need of 
prompt dental care. 

Procedure 

a. Appointment must be cancelled at least 48 business hours prior to the scheduled
appointment time, a less than 48 business office hours’ notice, a $40.00 fee will be assessed.
(48 business hours is not including Saturday, Sunday and Monday)

b. In the event a patient arrives late as defined by “late arrival” to their appointment, and
cannot be seen by the provider on the same day, they will be rescheduled for a future dental
visit.

c. In the event a patient has incurred three (3) documented “no-shows” and/or “late
cancellations,” the patient may be subject to dismissal from Tassajara Dental Care. The patient’s
chart is reviewed and dismissals are determined in accordance with Tassajara Dental Care
guidelines.

Patient Signature_________________________________  Date ___________________ 






