
 

 



 

 

 



 

 

 

 
Woodland Dental Center 
Ryan J. Hanks, DDS  William S. Wiggins, DDS 

[Smart Family & Implant Dentistry] 

Our Financial Policy 

 
Thank you for choosing Woodland Dental Center!  Our primary mission is to deliver the best and most comprehensive dental care 

available. An important part of our mission is making the cost of optimal care as easy and manageable for you as possible by offering 

several payment options. 

Payment Options: 

 Cash, Visa, MasterCard, American Express or Discover 

 Convenient monthly payment options¹ from Lending Club or Care Credit patient financing 

 

Please Note 
Woodland Dental Center requires payment at the beginning of your treatment. If you choose to discontinue care before treatment is 

complete, your refund will be determined upon review of your case. 

For plans requiring multiple appointments, alternative payment arrangements may be provided.  For larger, more comprehensive 

treatment plans of $2,000 or more, a 20% deposit is required to secure your initial treatment appointment. 

For patients with dental insurance we are happy to work with your carrier to maximize your benefit and directly bill them for 

reimbursement for your treatment.² 

We charge $40.00 for returned checks. 

I acknowledge that payment is due at the time of treatment.  I agree that parents, guardians or personal representatives are responsible 

for all fees and services rendered for treatment of a minor.  I accept full financial responsibility for all charges for services or items 

provided to me or the patient.  I understand that filing a claim with my insurance company does not relieve me from my responsibility 

for the payment of charges.  

If you have any questions, please do not hesitate to ask us.   

            

Patient Name (Please Print)     Date 

            

Patient, Parent or Guardian Signature    Date 

¹Subject to credit approval 

²However, if we do not receive payment from your insurance carrier within 60 days, you will  be responsible for payment of your treatment fees and 

collection of your benefits directly from your insurance carrier.  

 

 



 

 

Insurance Assignment and Release 
I certify that myself or my dependent(s) is covered by insurance with         
       Name of Insurance Company(ies)          And assign directly to Dr. Wiggins/Dr. 
Hanks all insurance benefits, if any, otherwise payable to me for services rendered. I understand that I am financially responsible for 
all charges whether or not paid by insurance. I authorize the use of my signature on all insurance submissions. I understand all 
information given by my Insurance Company is only an estimate and never a guarantee. 
Dr. Wiggins/Dr. Hanks may use my or my Minor/Child’s health care information and may disclose such information to the above-
named Insurance Company(ies) and their agents for the purpose of obtaining payment for services and determining insurance benefits 
or the benefits payable for related services.            
            Initial    

Appointment Policy 
Please remember that when you make an appointment, we are reserving at least an hour or more of time in an operatory with an 
assistant and Doctor or Hygienist. If you cannot make your dental appointment, please call the office 48 hours before your scheduled 
appointment time. This helps us to fill the time we have reserved specifically for you. If you cancel within 48hrs of your appointment 
or fail to show up, $65 will be charged to your account. (The Friday before a Monday appointment is considered within 24hrs). If you 
arrive more than 15 minutes late for your dental appointment, we may need to re-schedule you.      
            Initial    

Privacy Practices Acknowledgement 
I have received the Notice of Privacy Practices and I have been provided an opportunity to review it.  

Initial    

I authorize Woodland Dental Center to mail or leave detailed messages regarding appointments, lab results, financial 
options/agreements or follow-up information on a voice mail or with any individual answering my phone.  

                                     Initial    

Certification 
To the best of my knowledge the information provided on this form is complete and correct. I understand that it is my responsibility 
to inform Dr. Wiggins/Dr. Hanks/Dr. Stroyan if I or my minor/child ever has a change in health.     
            Initial    

Minor/Child Consent 
I am the parent, guardian, or personal representative of       _______   
                                 please Print Name of Minor/Child 

And there are no court orders now in effect that prohibit me from signing this consent.  I do hereby request and authorize the dental 
team to perform necessary dental services for the child named above, including but not limited to x-rays, and administration of 
anesthetics, which are deemed advisable by Dr. Hanks or Dr. Wiggins, whether or not I am present when the treatment is rendered. 
             Initial    

 

Please list the names of any individuals that you authorize to have access to your account with us: 
 

                       
Name of authorized person(s)      Relationship to Patient    

            _______                          
Signature of Patient or Parent, Guardian or Personal Representative   Date     

            _________                                        
Name of Parent, Guardian or personal Representative (Please Print)   Relationship to Patient    
  

 


