
FINANCIAL POLICY 
 
You are responsible for full payment of your consultation, including any diagnostic radiographs, 
on the day of your consultation appointment.  When your treatment is diagnosed and you 
schedule your appointment, we have several options for payments, including discounts, which 
will be presented to you.  However, you are ultimately responsible for the entire fee of the 
treatment or procedure.   
 
As a courtesy, we will submit your insurance claims to your dental insurance company, provided 
you have supplied us with your current insurance card or correct insurance information.   
 
Please note the following:  
 

1. We need the correct card and/or information to submit claims; if we do not have it, we 
are unable to submit your claim.  
 

2. Having a dental insurance card does not guarantee benefits will be paid.  
 

3. Although we will help you find out answers about your insurance policy, we are not 
responsible to know the details of your individual policy (your deductible, how much you 
have left on your account, types of procedures covered, etc.)  
 

4. We will do our best when we submit your claim to get reimbursement for you.  However, 
it is not our responsibility to pursue coverage for you – you know your policy better than 
we do, and you will get answers more quickly from your company than we will.  
 

5. Dr. Dalessandro is an out-of-network doctor: therefore, the percentage of coverage MAY 
change, but not necessarily so.  

 
In addition to your consultation fee, we ask for a surgery deposit which is applied to your total 
surgery fee and is refundable if you do not follow through with treatment.   
 
 
 
I have read the above policy and understand that I am responsible to pay in full for my 
consultation and radiographs on the day of the appointment.  I also understand that I am 
responsible for the entire fee for any procedure or treatment that I receive at Dr. Dalessandro’s 
office.  
 
 
________________________________________ 
Signature of Patient 
 
 
___________________________ 
Date 


