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Financial Agreement

We are committed to providing you with quality dental care.   We take pride in our practice and our goal is to exceed your expectations.

Fees for root canal treatment vary between $1200 and $2000 depending on the severity and complexity of the case.  Payment is expected in full at the time services are rendered.  We gladly accept Cash, Visa, MasterCard, Discover, and American Express for your convenience.

For those patients with dental insurance please read the information below and we will gladly help clarify and discuss any questions that you may still have:

Your insurance is a contract solely between you and the insurance company.
As a courtesy, our office will help in submitting insurance claims on your behalf.  However, all charges are your responsibility, regardless of your insurance benefits.  Although many offices require full payment for services rendered up-front with an assignment of benefits directly to you, our office is glad to help maximize your dental benefits.  As a courtesy, we will contact your insurance company and try to estimate the portion of payment expected for our services.  You will be asked to pay your estimated portion due at the time services are rendered.  You must understand that this is only an estimate and we cannot guarantee any estimate or reimbursement by your insurance company.  You are, therefore, ultimately responsible for any and all balances due after insurance benefits have been processed and received at our office.

If there is still a balance remaining after your insurance company pays us, that balance will be due and payable upon receipt of statement.  If there is an overpayment and a credit on the account, we will gladly issue a refund check.

Return checks and balances older than 60 days are subject to additional collection fees and interest charges of 1.5% per month.  If an account turns into collections, you will be responsible for all legal fees incurred in the collection of that amount.  

I have read the above and understand that I am fully responsible to Dr. Berlin for any and all services rendered, regardless of insurance coverage.

I authorize release of my personal information to a third party relating to my dental insurance claim. 


Signature…………………………………………………………    Date…………………………





