




	
	

FINANCIAL	POLICY	
	

�	I	understand	it	is	my	responsibility	to	pay	the	full	amount	for	all	
dental	treatment	provided	for	my	dependants	and	myself	at	the	time	
of	service.	
	
�	I	understand	that	filing	insurance	claims	is	a	courtesy	that	Dr.	Carly	
LeVine	extends	to	all	patients	and	there	are	no	guarantees	of	any	
estimated	coverage	or	payments.	The	insurance	company	will	
directly	reimburse	any	covered	benefits	to	the	responsible	party.	
	
�	I	understand	that	a	$135	Broken	Appointment	Fee	will	be	added	to	
my	account	if	I	fail	to	provide	at	least	48-hour	notice	for	cancelled	
or	rescheduled	dental	appointments.	
	
�	I	understand	that	it	is	my	responsibility	to	advise	the	office	of	any	
changes	in	the	information	regarding	my	patient	information,	
insurance	and	health	history.	
	
	
	
	
Signature:	______________________________________	Date:	____________	
	
	
	
Relationship:	
�			 Self	
�		 Parent	or	guardian	
�		 Spouse	
�		 Other	_____________	



(310) 459-2303.(310) 459-2303.(310) 459-2303.

881 Alma Real Dr.  Ste. T2
Pacific Palisades, CA 90272

PH: 310.459.2303
FX: 310.459.0015
thepalidentists.com

admin@thepalidentists.com
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