
 

 

   Financial Policy  

We at Rabile Family Dentistry are dedicated to serving you in caring for your oral health. We 
take great pride and care in providing the best dental care to you and your family. Therefore, we 
will be more than happy to assist you with any financial matter related to your dental needs. 

We ask for payment in full at each dental visit. To accommodate you with this we accept the 
following methods of payment: 

1. Cash 

2. Credit card 

For our patients with dental insurance, we will be happy to file your primary insurance claims 
for you at no charge. We will file a predetermination (per request) for any dental treatment that 
we deem necessary. The predetermination that we receive back from your insurance company 
is not a guarantee of payment. Your estimate portion is due in full at the time that services are 
rendered. 

Your insurance plan is an agreement between you and your insurance company. If your 
insurance company fails to make payment on your claim, then the balance will become yours 
after sixty days. All accounts that go beyond sixty days past due will be transferred to our legal 
department. If payment is made on your claim and it is less than we originally estimated then 
the remaining balance, in full, will become your responsibility.  

We firmly believe that the insurance company does not have the right to decide what course of 
treatment is best for you. Their decisions about your care are not always up to our standard of 
care and we refuse to neglect you, our patient, because of this.  

By signing this form, I authorize payment directly to Dr. Hodan Rabile (Rabile Family Dentistry) 
and I agree to abide by the following guidelines: 

• A charge of $30 will apply to my account if my check is returned for insufficient funds. 

• I agree to keep all appointments as scheduled or I will be charged a $30.00 cancellation 

fee for any missed or broken appointment. 

 

Print name    Patient/Guardian Signature   Date 

____________________________     ____________________________      ____________    


