
 
 
 
 
 
 
 
 
 
 
 
 
 



 

DENTAL MEMBERSHIP PLAN 

Program Guidelines 

  

 
The Dental Membership Plan is not insurance. It is a program offered to individuals and families who do not have dental 
insurance or choose not to use their dental insurance due to limitations of their policies. The plan is designed to reduce 
cost and improve quality of care by cutting out insurance companies and establish a direct relationship between doctor 
and patient. 

There are no denials, no claim forms, no pre-determination paperwork, and no minimum or maximums. 

 

Below is a list of guidelines that apply to the membership: please initial next to each line to indicate your acceptance 

_______ Membership lasts 1 year beginning on the date of enrollment. There are NO rollover benefits to the next yr 

_______  Dues can be paid in full at the start (discount applies) or monthly (registration fee applies) 

_______ Dues are not refundable 

_______ If you want to cancel the membership call us 30 days prior to your anniversary date to cancel 

_______          Memberships are intended for established patients who come in for routine dental care, not single visit care 

_______ Active members receive 20% off all procedures with the EXCEPTION of:  

1. products sold such as whitening/bleach trays, toothpastes, toothbrushes, rinses, floss, etc 
2. large restorative/cosmetic cases involving extensive surgery and/or esthetic rehabilitations 
3. IV Sedation fees. Fees for IV sedation are paid in full to cover CRNA costs  
4. INVISALIGN 

———— For large treatments such as extensive surgery, multiple implants, multiple porcelain crowns, or full  
             mouth rehabilitation or where 3rd party financing is used (Care Credit or Proceed Finance) the           
  discount  is 10% instead of 20%. 

_______ Members are required to notify us if they cannot keep their appointment 48hrs in advance 

_______ Memberships are paid yearly and cannot be financed. Credit card, check, or cash is acceptable 

  

  

 

 

___________________________________________      _____________ 

      Signature of patient or guardian              Date 

     

   Each year your renewal month will be ________________________ 


