Dr. Sheri B. Doniger, DDS 

4433 W. Touhy, Suite 440 Lincolnwood, IL  60712

847 677 1101 office

847 677 1168 fax

donigerdental@aol.com
Thank you for choosing us as your dental health care provider.  We are committed to your treatment being successful.  Please understand that payment of your bill is considered part of your treatment.  The following is a statement of our Financial Policy, which we require that you read, agree to and sign prior to any treatment.

Payment for services will be due at time of service, pending insurance.  This means all deductible will be due the day of service and any amount not covered will also be due that day of service.  Acceptable payments include cash, checks, and credit or debit cards.  There will be a $75.00 return check fee.

For all major treatment plans and restoratives, a pretreatment estimate will be submitted to your insurance company.  The amount you will be responsible for will be known prior to treatment.  For all restoratives and major treatment plans, which need more than one appointment, payments may be spread evenly over the appointments necessary to complete the treatment or payments may be made in advance of the treatment.  Treatment Plans are an estimate ONLY and are based on information given to us by you and your insurance company. All treatment cost remains your responsibility, regardless of insurance coverage.  Procedures may change during the course of treatment. Should you have any questions, please don’t hesitate to ask.
Payment to the doctor over a specified period of time with an agreed upon monthly payment and $20.00 monthly rebilling fee are available with delineation.  Other financial arrangements are also available.

Any account holder not abiding by these guidelines will be sent to collections.  The account holder will be responsible for all collection cost, including but not limited to collection fees, service fees, attorney fees and court costs.

A cancellation fee of $100.00 will be charged for broken appointments with less than a 24 hour notice, $150.00 for Saturday appointments.

Thank you for entrusting us as your dental care provider.  If you have any questions about payment options or financial responsibilities please speak with our Office Coordinator.

I have read, understood and agreed to the provisions of this financial policy.


Signed, _____________________________________________________





(Signature of Patient or Person Financially Responsible for the Bill.)

