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Boise 322-8200                                                                         Meridian 888-0900 
Financial Policy   
Thank you for choosing Jarvis Dental as your dental care provider!  Our professional dental team is committed to providing you excellent dental care in a friendly, comfortable setting.  The following is a statement of our financial policy, which we request that you read and sign prior to treatment.
Full payment is due at the time of service. We accept cash, check, debit cards, Visa, MasterCard, and Care Credit.  Interest on balances unpaid beyond 90 days will be applied at the rate of 1.5% monthly (18% annually).  While we do accept assignment of insurance benefits, your portion of each service is due at the time services are rendered.  This may be based on an estimate of insurance payment.
Your insurance policy is a contract between you, your employer and your insurance company. We are not a party to that contract. We do, however, submit dental claims as a courtesy to our patients and will do our best to assist you in understanding and applying your dental benefits.  We cannot guarantee insurance payments or payment amounts.  All treatment estimates are provided based upon information from your insurance company and are estimates only.  If your insurance company has not paid your account in full within 90 days of billing, we will require the balance to be paid directly by you via cash, check, debit or credit card.
Treatment plans are created based upon clinical findings during your diagnostic exam and are subject to change based upon clinical need and/or our treatment schedule.

Returned checks are subject to an additional fee.  Unpaid balances are subject to action by a collection agency.

Signature on File
By signing below, I give my permission for Jarvis Dental to release necessary information regarding my treatment to my insurance company(s) and assign dental benefit payments directly to Jarvis Dental.
If you have any further questions regarding our financial policy, please ask a member of our dental team.
I UNDERSTAND AND AGREE TO COMPLY WITH THIS FINANCIAL POLICY.

Printed Name: _________________________________ Date: ________________

Signature:__________________________________________________________
