
 

 



 



 



 



 

 

 

 



 

Kentlands Dental Care 

237 Kentlands Blvd. | Gaithersburg MD, 20878 | 301-987-5200 
 

 
FINANCIAL POLICY 

 
Thank you for choosing Kentlands Dental Care. Our primary mission is to deliver the best and most 
comprehensive dental care available. An important part of the mission is making the cost of optimal 
care as easy and manageable for our patients as possible by offering several payment options.  

Please choose one of the following payment options:  
 
I do not have dental insurance and:  
      _____I would like to pay by cash or check 
      _____I would like to pay by credit card 
      _____I would like to apply for an extended NO INTEREST¹ Payment Plan²  
                from CareCredit or Capital One 

o Allow you to pay over time with NO INTEREST¹ 
o Convenient, low monthly payment plans² also available 
o No annual fees or pre-payment penalties 
 

I have dental insurance and:  
     ____I would like to pay my estimated portion by cash or check 
     ____I would like to pay my estimated portion by credit card 
     ____I would like to apply for an extended NO INTEREST¹ Payment Plan²  
             from CareCredit or Capital One 

o Allow you to pay over time with NO INTEREST¹ 
o Convenient, low monthly payment plans² also available 
o No annual fees or pre-payment penalties 

 

We have established the following Financial Policies. Please place your initials by each to indicate that 
you have read them.  

 
___Kentlands Dental Care requires payment prior to the beginning of your treatment. If you 
choose to discontinue care before treatment is complete, your refund will be determined upon 
review of your case. 

___In order to reserve time with the Doctors we require your payment at the time the reservation 
is made. For larger more extensive treatment plans a 50% deposit is required to secure the 
initial appointment.  

____As a courtesy to our patients with insurance, we will file your insurance claim and allow you to pay 
only your deductible and/or estimated co-payment as services are rendered.  Please remember that the 
contract is between you and your insurance company, and your total balance in our office is always 
your responsibility.  We make every effort to give you an accurate estimate of what your portion of our 
fees will be, based on information provided to us.  However, we have no way to guarantee the actual 
terms of your insurance policy.  If for any reason there is a balance remaining after your insurance 
company’s payment, you will be sent a statement.  Disputes regarding reimbursement or the amount of 
reimbursement are between you and your insurance carrier.  
 
___Acceptance of partial payment for services rendered is a courtesy extended to our patients. If, for 
any reason, your insurance does not pay for the services rendered by Kentlands Dental Care, you, the 



 
patient, are solely responsible for the balance in full. You are ultimately responsible for knowing and 
understanding your policy, its benefits, exclusions and limitations.  
 
___We will only pursue Insurance payments for 60 days after that you, the patient, are ultimate 
responsible for your balance with Kentlands Dental care. We will be happy to assist you in 
contacting your insurance company. 
 
___Delinquent accounts (having a balance due for more than 90 days) will be transferred to a collection 
agency or the Maryland State Clerk of Courts. Any and all charges incurred in the pursuit of the debt by 
any third party will be the full responsibility of the account holder.  
 
___At least 48 hours advance notice is required for all appointment changes or cancellations. 
Otherwise, a $25 fee is charged for each appointment so affected; and additional $25 
cancellation fee is charged for appointments with specialists and/or any lengthy treatment 
requiring a reservation of more than an hour.  
 
___Kentlands Dental Care charges $34 for Returned Checks. 
 
___We are always willing to work through unusual situations and accommodate our patients in any way 
possible. We are here to help you get the dentistry you want or need. If you have any questions or 
concerns regarding our financial policies please see one of our treatment coordinators prior to 
beginning treatment.  
 
 
 
 
 
            

Patient, Parent or Guardian Signature    Date 

            

Patient Name (Please Print) 

 

 

 

 

 

 

¹If paid within the promotional period. Otherwise, interest assessed from purchase date. Minimum monthly payment 
required. 

²Subject to credit approval 

³However, if we do not receive payment from your insurance carrier within 60 days, you will be responsible for payment 
of your treatment fees and collection of your benefits directly from your insurance carrier. 

 


