RESERVED APPOINTMENT AGREEMENT
An appointment time has been reserved for you. We schedule an appropriate amount of time for your
treatment, and we take pride in staying on schedule, preventing unnecessary wait time. We want you
to know that we value and honor your time! If you find you are unable to keep your scheduled
appointment, please call 48 hours in advance so that we may reschedule you at a more convenient time.
Should you fail to provide 48 hours’ notice, a deposit will be required to reschedule. A 50% deposit will
be required on treatment appointments scheduled with the doctor.
If you know that you will be arriving 5 or more minutes late, please call before you come. This way, if it
becomes necessary to reschedule your appointment, you will have avoided a hurried trip to the office
and make it possible for us to give that time to a patient who is waiting on our VIP list.
FINANCIAL POLICY
As a courtesy to you, Jax Beaches Family Dentistry will file claims to your dental insurance for services
rendered. We will provide you with an insurance estimate for dental treatment, based on noncontracted provider benefits. This is not a guarantee that your insurance will pay exactly as estimated.
Your insurance company and your plan benefits ultimately determine the amount paid. All charges
incurred are your responsibility regardless of insurance coverage. Upon request, we will file a predetermination of benefits which can take 30 days and may require x-rays.
FINANCIAL AGREEMENT
This agreement authorizes Jax Beaches Family Dentistry to file claims to my dental insurance company
for services rendered. I authorize my insurance company to pay all benefits for services rendered
directly to Jax Beaches Family Dentistry. Should the insurance company send payment for services
rendered to me, it is my responsibility to forward that payment to Jax Beaches Family Dentistry.
I understand that the dental providers at Jax Beaches Family Dentistry are non-contracted with my
insurance company. All deductibles and estimated co-insurance is due when services are rendered
unless prior arrangements have been made.
I understand and agree to Jax Beaches Family
Dentistry’s policies and agreements.

___________________________________
Patient Name
_____________________
Date

____________________________________
Signature

