
Dental Concepts Eastridge 
2220 Eastridge Loop, Suite 1060 

San Jose, CA 95122 
Telephone: (408) 238-6684 

Fax: (408) 238-0502 

 

Financial Policy 

 

To Our Valued Patients: 

In order to keep our fees from rising and to keep up with the monumental expenses of bookeeping and 

billing services, we have the following payment and appointment policies. This will help reduce our 

overhead, thus passing the saving along to our patients. 

 

 

 

(1)  In order to keep billing at a minimum, we ask that payment for service be made at the office at the 
       the time services are rendered. Patients with dental insurance will be required to pay their  
       portion including deductible, office visit and estimated copay. We will charge a service fee of   
       $25.00 per billing statement for payments not made on the date of visit. 

 

(2)  While filing of insurance claims is a courtesy that we extend to our patients, we MUST emphasize 
        that as a dental care providers, our relationship is with the patient, not the insurance company. If  
        your insurance changed, you went to a different provider in the same plan year or insurance fails        
        to make payment to the servie we rendered for any reason, patient is responsible for any 
        unpaid balance in your account. 
 
(3)    Orthodontic patients who signed a monthly payment contract with us are required to make 
         to make payment each month regardless if statement  is received or not. Orthodontic 
         patients who failed to send monthly payments, will incur a late fee of $15.00 and service fee 
         of $25.00 per month 
 
(4)    Patients that applied for Care Credit have to sign a separate financial addendum. 

 

(5)    A $50.00 charge will be made for any appointment cancelled without 24 hours notice. 

 

(6)    A charge of $25.00 will be made for a returned check 

 

(7)    X-ray and record copying fee is $35.00 and require 2 days to process. 

 

 

I have read the above policies and agreed to abide by them.  

 

 

_________________________________ 
Printed Name 

 

 

_________________________________   ________________ 
Patient/Responsible Party's Signature    Date 











Dental Concepts Eastridge 

2200 Eastridge Loop, Suite 1060 

San Jose, CA 95122 

Ph: (408) 238-6684 

Fax: (408) 238-0502 

Admin@dentalconceptssj.com 

 

 

 

I have received a copy of the office's NOTICE OF PRIVACY PRACTICES. 

 

 

 

 __________________________________     _______________ 

 Patient/Responsible Party's Signature      Date 

 

 

 

 

I have received a copy of the office's COMPARISON OF INDIRECT RESTORATIVE DENTAL 

MATERIAL. 

 

 

 

 _________________________________     _______________ 

 Patient/Responsible Party's Signature      Date 

 

 

 

For Office Use Only 

 

We attemped to obtain written acknowledgement of receipt of our Notice of Privacy Practice and 

Comparison of Indirect Restorative Dental Material forms, but acknowledgement could not be obtained 

because: 

 

______ Individual refused to sign 

 

______ Communication barriers prohibited obtaining the acknowlegment 

 

______ An emergency prevented us from obtaining acknowlegment  

 

______ Other (please specify) ____________________________________________________ 

 

 

 

 

 

 


