
Tranquil Smiles Pediatric Dentistry 
Dr. Kimberly Tran DDS.

Insurance Policy /  Financial Policy

We wel come your chil d  and family i nto our denta l practice,  and we will str ive to make your child’s 
dental experi ence positi v e and pleas ant. To provid e your child with t he highest st andards of d ental c are
we need you r assistance  and understanding of ou r  financial and insur ance  poli cy.

Paym ent: We accept  cas h, personal ch eck, Visa,  MasterCard, Discov er, A merican Expr ess and Care 
Credit. P ayment of servic es is due in full  at the time services ar e rend ered  fo r all new patient 
evaluation appointments, prophylaxis (professiona l cleanings), eme rgency  e valuations, and r e car e 
appointments.

Dental In su rance: We are not contracted with an y dental ins uranc e companies. Pati ents who carry 
dental insurance understand that all  dental service  fees a re ch arg ed directly  to the patient and that he  or 
she is personally respons ible  for payment r egardl e ss of dental insurance. A s a courtesy, if you h ave 
dental insurance with out -of-netwo rk benefits and  you have paid i n full, we  will  be happy to file your 
insurance  claims and hav e the reimbursem ent sent  to you directly. This i s only if you have  provided  us 
with t he accur ate and  co mpl ete information to verify your insuran ce at l e a st 2 business days prior to 
your child’s appointment and that your insurance  company has given us all  the correct information. 
Insu ranc e companies h av e a wide v ariety of  rul es,  plan lim it ations and exclusi ons t hat our office ma y 
not be awar e of. Pleas e u nderstand that all insuran ce policies a re diff erent  a nd contain various 
provisions and li mi tations and we hav e absolutely  no control over the reimbursement proc ess or 
determination of your eli gibi li ty. Dental insurance is  a benefit for th e patien t provided by their 
employer and the  contrac t l ies between the patient,  empl oyer, and the insur a nce company, not the 
dentist.

Treatment:  If you h ave  dental insurance with out -of-netwo rk bene fits, we  will  verify your policy; 
however, insur anc e com panies do not always r ele ase specifi c information r egarding cov erag e. At yo ur 
child’s evaluation appoin tm ent, we will attempt to estimate your dental ben efits t o the best of our 
abilit y; t hi s is  an ESTIMATE ONLY, not a gu arantee of cov erag e and sho uld not  be depended on  a s 
the final decision. Your e sti mated portion for dent al treatment c an only be  extended fo r a period of  90 
days from the date o f the  patient’s last examinatio n. At the treatme nt appoi ntm ent we will collect your 
estimated portion and send a claim for the  remain ing balance to your insur ance to be s ent to our offi ce. 
For some patients with B lue Cross Bl ue Shield and Delta Dental our o ffice  will  NOT be able to coll ect 
an estimated portion for  dental treatment due to th eir plan limi tations. Therefore, p ayment with thes e  
insurance plans  will be due in full on the day of tr eatment.

Deposit for Trea tm ent:  Our treatment  appoint ment times are limi ted to Monday and Tuesd ay only, 
these fill  up quickly and  at times have a w aiting l is t.  We require a deposit o f 50% of your esti mated 
treatment porti on to be c oll ected  no later than th e  Thursday prior to your  a ppoint ment.  P lease note, our 
office is closed on  Friday,  and it is  very important that we communicat e with you verbally  or by text  by
3:00pm  the Thursday pri or to your appointment  to confirm and collect your  deposit . P roviding t his 
notice by Thursday at  3:0 0pm allows the office to  reserv e thi s ti me for your  child. If you fail to provi de 
a 48-hour adv ance notic e , it  will  be necessary to c harge a s epar ate non - refundable $50.00 
cancellation/no-show fee to your credit c ard on fil e on the day of the misse d appointment.  Fail ure to 
keep schedul ed treatm ent appointm ents i s costl y to both our office  and you  as a patie nt.



Balan ces: If ther e is a balance on your  account on ce insuran ce has p aid the ir share, a st atement wil l be 
sent to  you for the rem aining balance and will  be  due to our office upon receipt. Any under p aymen t 
made by your insuran ce company is your respons ibi li ty. You will  receive a statement re flecti ng the 
balance,  and we ask that  you pay your rem aining porti on upon receipt of th e statement.  If we have n ot 
receiv ed payment f rom your insurance  company  within 45 days of the service being rend er ed, you  will 
be responsible fo r the bal ance. Any  account t hat is overpaid by your insur a nce will receive a p rompt 
refund. Ou r office res erv es the right to st op filing your insuranc e , if at any t im e there is a problem wi th 
your account b ecaus e of your insurance carrier,  o r  your unwill ingness to cooperate with our o ffic e 
policies. As a courtesy to  you, our staff will assis t you wit h any conflicts yo u may have r egarding yo ur 
insurance but ple ase und erstand we cannot gua ran tee the outcome. Any  ac c ount balance ov er 90 day s 
will be turned over to our  attorney for leg al action.  R eturned person al check s are subject to a   
transacti on fee by our of f ice.

Cancell ed App oin tm ents: We reserv e the right to  charge $50.0 0 for appointments cancelled o r bro ken 
without  48 hours advance notic e.

Divorce: In matters of s e paration or divorc e, the p arent or gu ardian accomp anying the pati ent on the
day of servic e is responsi ble for payment on that d ay. We cannot intervene in m atters of divorce, no r
can we contact  a  parent/ guardian not pres ent in  our office for paym ent.

We must  emphasize th at as a dental c ar e provider,  our relationship is  with you  and your child.  If you 
should have any questi on s regarding the  above inf ormation, please don’t he sit ate to ask. We will  be 
happy to help you in any  way  possible.

PLE ASE  RETAIN  THIS COPY FOR YOUR RE CORDS.




