
Office Policies 
Financial Policy 

This is an agreement between the office of Aaron C. Polk, D.D.S. Dentistry and the Patient/Debtor named 
on this form. 

In this agreement, the words “you,” “your,” and “yours” mean the Patient/Debtor. The word “account” means 
the account that has been established in your name to which charges are made and payments are 
credited. The words “we,” “us,” and “our” refers to the office of Aaron C. Polk, D.D.S. Dentistry. By 
executing this agreement, you are agreeing to pay for all services that are received.  

Waiver of Confidentiality: You understand if this account is submitted to a collection agency, or if your 
past due status is reported to a credit reporting agency, the fact that you received treatment at our office 
may become a matter of public record.  

Divorce: In the event of divorce or separation, the party names responsible for the account prior to the 
divorce or separation will remain responsible for the account. After a divorce or separation, the parent 
authorizing treatment for a child will be the parent responsible for those subsequent charges. If the divorce 
decree requires the other parent to pay all or part of the treatment costs, it is the authorizing parent’s 
responsibility to collect from the other parent.  

Appointment Policy 
1. If you arrive later than 10 minutes after your scheduled appointment time, you may be asked to

reschedule.
2. Forty-eight (48) hour notice is expected for appointment cancellations. If two (2) or more no-shows

occur, our office reserves the right to not schedule any future appointments for that particular
patient.

3. Patients with balances will not be scheduled for any future appointment until the balance is paid in
full.

4. Patients that fail to cancel scheduled appointments will be charged a $35 no-show fee.

This office reserves the right to make updates to this policy at any time. A current copy of this policy will be 
posted in the waiting room. By signing below, you acknowledge and understand the office policies as 
printed above and agree to abide by them.  

Signature: ____________________________________________ Date: ___________________________ 

Printed Name: _________________________________________
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