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FINANCIAL POLICY 

We make every effort to keep down the cost of your oral surgical care.  You can help 

by paying at the completion of each visit.  We offer our patients the option of paying 
us with Visa, Mastercard, Debit Card, Cash or Certified Cheque.  Please note that 

we do not accept personal cheques.  Upon exceptional circumstances, other 
payment options may be extended, but only if discussed with the doctor or office 
staff prior to the date of treatment. 

For patients with dental insurance, we will assist you in collecting the maximum 
amount you are entitled to by providing Predeterminations and Claim forms.  Most 
insurance companies accept electronically filed claims which usually result in 

reimbursement in less than one week.  All dental insurance reimbursements are 

directed to the policy holder.  

As a specialty Practice, our fees are generally 10-15 % above the Ontario Dental 
Association Fee Guide for General Dental Practitioners.   

Due to the inherent variable nature of surgical treatment, you may be asked 

for payment in the Recovery Room following an anesthetic.  For your security, 

this will only be done in the presence of your escort. 

 

If you have any questions regarding our financial policy, please feel free to discuss 
them with your surgeon or the office staff.  

I have read and understand the financial policy of the Huronia Oral Surgery Group. 

 

Date: ______________________ 

Patients Name: ____________________________ Signature: ________________________________  
                                                                                                   (Relationship if signed by other than patient)   
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