




                        FINANCIAL POLICIES 
 

Thank you for choosing Dayspring Pediatric Dentistry as your dental provider. We are committed to your treatment 
being a successful experience. We will work very hard to make sure your claims are filed accurately and promptly. 
 
Missed Appointments 
We kindly ask that you give a 24-hour notice to cancel an appointment.  As a courtesy, we will try to confirm all 
appointments two business days prior to the appointment.  However, it is your responsibility to be aware of 
scheduled appointments. There is a $50 fee for any missed appointments or appointments cancelled with less than a 
24-hour notice. 

 
Insurance 
The amount of dental benefits you receive is determined by your employer, your union, or your insurance company, 
not by us.  The premiums you pay and the benefits you receive are directly related and vary significantly from plan to 
plan.  We cannot render treatment on the assumption that our fees will be paid by your insurance company.  Our 
usual, customary, and reasonable fees often times do not correspond to your insurance company’s fees.  You are 
responsible for payment regardless of the insurance company’s arbitrary determination of usual and customary rates.  

 
It is your responsibility to review your insurance policy and to understand your specific dental benefits.  The more 
you know about your specific plan, the better we can serve you.  We are here to help you and explain any insurance 
information you may not understand and to assist you in the reimbursement process through communication with 
your insurance company.  We will do everything that we can to help you receive your benefits.  To ensure that you 
are reimbursed as quickly as possible, we will electronically file your insurance form for you. 

 
Ultimately, the person accompanying the child is personally responsible for payment in full at the time services are 
rendered.  We do not take assignment of benefits.  If we have received all of your insurance information on the day of 
the appointment, we will be happy to file your claim for you. You must be familiar with your insurance benefits, as 
we will require payment for the estimated amount insurance is not expected to pay. By law your insurance company 
is required to pay each claim within 30 days of receipt. We file all insurance electronically, so your insurance 
company will receive each claim within days of the treatment. You are responsible for any balance on your account 
after 30 days, whether insurance has paid or not. We will be glad to send a refund to you if your insurance pays us. 

 
Divorce Decrees 
This office is not a party to your divorce decree.  The responsibility for minors rests with the accompanying adult. 

 
Outstanding Balances 
In the event a bill is not paid within 90 days, information that is necessary for collection purposes will 
be forwarded to our professional collection company, First Federal Credit Control, Inc and the family 
will be released from the practice. All account’s over 60 days past due will receive a $5 rebilling fee 
per month.  

 
Thank you for understanding our Financial Policy.  Please let us know if you have any questions or concerns. 
Please keep a copy of this agreement for your own records. I have read the Financial Policy.  I 
understand and agree with this Financial Policy.  
 

 
____________________________________   __________________ 
      Signature of responsible party                   Date 



 

 
 

 Dr.Kyle E. Pedersen, D.D.S., P.C. Dayspring Pediatric Dentistry 

 
ACKNOWLEDGEMENT OF RECEIPT OF 

NOTICE OF PRIVACY PRACTICES 
 

*You May Refuse to Sign This Acknowledgement* 

 
I,_____________________________________________, have received a copy of this 
office’s  Notice of Privacy Practices. 
 
 
 
Please Print Name 

 
 
Signature 

 
 
Date 
 
 
 
 
 

FOR OFFICE USE ONLY 

 
 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy 
Practices but acknowledgement could not be obtained because: 
 
____ Individual refused to sign 
 
____ Communication barriers prohibited obtaining the acknowledgement 
 
____ An emergency situation prevented us from obtaining acknowledgement 
 
____ Other  (Please Specify) 
 
 

 
 
 

 
 
 

 


