
Talbot Dentistry 925 Main Street, Suite B, Broomfield, CO 80020(303) 466-2221 
 

Office Financial Policy 

We view our patient relationships with a deep sense of responsibility.  A major part of that responsibility is to help our patients 

understand and plan for their oral health along with providing each patient the highest quality of dental care.  We ask that you 

please read, agree to, and sign the agreement before any treatment is rendered 

REGARDING INSURANCE  

For decades dental insurance has been an integral part of oral health planning; however, in the past few years it has become 

more difficult for the dental practice to work with insurance companies.  We are a third party to the contract and insurance 

companies are not obligated to share your confidential information with us or required to send payment to us.  If we know your 

insurance plan will not pay us directly, then you will be responsible for full payment at time of service. 

There are constant changes being made by you or employer and insurance carriers to your coverage, deductibles, and annual 

maximum.  These changes are not always shared with us.  Therefore, it is impossible for us to know EXACTLY what your policy 

covers.  We provide the courtesy of submitting the claim on your behalf and supporting you with maximizing your benefits.  

However, we are unable to carry your expected insurance portion for longer than 60 days.  Policy coverage, changes and follow-up 

on unpaid claim is your responsibility. _____________ (Initial) 

PAYMENT OPTIONS 

We accept Cash, Check, Visa, American Express, Discover, and Mastercard.   

A $30 fee will be assessed on all returned checks.  ___________ (Initial) 

 

APPOINTMENT POLICY 

• A 24-hour notice is required by all patients for any cancellations.  

• A $50 fee will be assessed for any missed appointments without the requested 24-hour notice. Exceptions may be made 

for special circumstances or emergencies at the discretion of our office.  

• A $100 deposit is required for appointments requiring 1 ½ hours or more. This will be applied to any fees upon 

completion of your treatment.  Please note, should you fail to follow the cancellation policy, you will forfeit your deposit. 

_________(Initial) 

 

OFFICE HOURS:   

Monday 7:00 AM – 4:00 PM (CLOSED ALTERNATING MONDAYS) 

Tuesday 7:00 AM – 4:00 PM 

Wednesday 7:00 AM – 4:00 PM 

Thursday 7:00 AM – 4:00 PM 

Friday 7:00 AM – 1:00 PM (CLOSED ALTERNATING FRIDAYS) 

 

I understand and agree to the policies stated above. 

                                                                                                  

Signature       Date 


