
 

OFFICE POLICIES 

 
Appointments: Our office reserves time for our patients, we see patients by appointment only. 
Should you need to cancel or reschedule your appointment, notify our office 48 hours before your 
appointment. Chronically missed appointments and last minute cancellations are subject to a broken 
appointment charge of $60.00. Minor patients must be accompanied by a parent or a consenting 
adult on the day of appointment. We offer appointment reminders by email. Also, you may receive a 
courtesy reminder call prior to your appointments, but this is not guaranteed.  
_________  (Initial)  I have read, understand, and agree to the above. 
 

Payments: Payment for dental service is due at the time of treatment. We accept Visa, MasterCard, 
debit cards, cash, and personal checks. Payment plans must be approved and arranged in advance. 
Late payments are subject to interest charges of $1.25% (15% APR)  
_________  (Initial)  I have read, understand, and agree to the above. 
 

Returned Checks: $50.00 bookkeeping fee and bank charges. If litigated, guarantor is subject to pay 
three (3) times the face value of the check as per Guam Law.  
_________  (Initial)  I have read, understand, and agree to the above. 
 

Insurance: If you have insurance, the relationship is between you, the beneficiary, and your 
insurance company. Our office may have no affiliation or agreement with your insurance company, 
nor are we obligated to communicate with them. Insurance claim filing is a courtesy service we offer 
to our patients. Your insurance may not cover 100% of treatment and has limitations and exclusions. 
Any balance not fully paid by your insurance for any reason will be due and payable by patient upon 
completion of treatment.  
_________  (Initial)  I have read, understand, and agree to the above. 
 

Treatment Authorization & Release: I authorize the Doctors and Staff of Reflection Dental to 
perform diagnostic procedures and treatment including, but not limited to, administration of 
medications, tooth extractions, dental restorations, gum and bone surgery, tooth replacement 
appliances and dental cleanings, as may be necessary for proper dental care.  
_________  (Initial)  I have read, understand, and agree to the above. 
 

Collection Authorization: Should the payment terms and conditions of this office be defaulted in 
any way, I agree to pay all collection, court and attorney costs incurred. I certify that all information I 
have given are true and correct. I will notify your office of any changes on my account, insurance, and 
health status.  
_________  (Initial)  I have read, understand, and agree to the above. 

 
 
 
_________________________                    ____________________                    ______________ 
Name of Responsible Party                                         Signature                                            Date 


