






 
Artistic Design Family Dentistry 

 9377 E. Bell Rd. Suite #347 
Scottsdale, AZ 85260 

 
 

APPOINTMENTS AND CANCELLATIONS POLICY 
 
 
When we schedule an appointment for you, we are preparing your records, readying 
special instruments for your visit as well as reserving a specific amount of time for 
the doctor and staff to tend to your particular dental needs.  Artistic Design Family 
Dentistry (ADFD) will not cancel or reschedule your appointment and we ask for the 
same courtesy from you.  Except for emergency treatment being performed on 
another patient, you can expect us to be prompt and seat you at your appointed 
time.  We, of course, would appreciate the same courtesy from you by arriving early 
to your appointment so you can update any necessary information and still be 
seated at your appointed time. 
 
Please understand that the fee we charge for late cancellations/no-shows only 
partially covers our costs.  While we completely understand that “life happens” and 
some things are uncontrollable, we ask that our patients also understand that we as 
a business, must keep our commitment(s) to the other patients in our practice as 
well as our team of employees.  We must pay our employees for their time, whether 
or not a patient keeps their appointment.  When a patient cancels with less than 48 
hours notice (late cancellation) or no shows an appointment, we also lose the 
opportunity to schedule other patients that are in need of dental treatment, which 
results in higher cost(s) to do business, thus increasing patient fees. 
 
 
______I understand that ADFD reserve the right to charge for late  

     cancellations as well as not showing up for scheduled appointments. 
 
______I understand that repeated rescheduling of appointments, late 

cancellation of appointments or missed appointments may result in        
dismissal from the practice. 

 
 
Printed Name____________________________ Date______________ 
 
Signature_______________________________ 



Artistic Design Family Dentistry 
Office Policies 

 

Please read and initial each item listed with regards to our office financial policy.  Please feel 
free to ask us any questions with regards to this form. 

 

 I understand Dr. Trowbridge will diagnose and treat my conditions according to the professional 

standard of care and her expertise, not according to what my insurance carriers’ recommendation may be 

or what the insurance may cover/pay for.   _____ Int. 

 

 I further understand, due to the philosophy of the practice, a minimum of 48 hours notice for missed 

appointments is required. If proper notice is not given to the office, there will be a missed appointment 

fee of $50 per hour to cover time and material set up for appointments that are subsequently lost/wasted.  

This fee may be waived at the offices’ discretion. ALL treatment appointments will require a 30% 

deposit to be scheduled.  Three missed appointments may result in dismissal from the practice.   _____ 

Int. 

 

 As a courtesy, the office will bill my insurance carrier at the time services are provided.  I understand 

that my insurance company may request additional information in order to process claims and that I will 

promptly respond to such requests. I understand that patient portions are only an estimate and are due at 

time of service. _____ Int. 

 

 I understand my insurance may not cover all services/materials provided for my health benefit and I am 

responsible for the payment of any unpaid balances on my account. I understand that co-payments are 

due at time of service and are subject to late fees if not paid at time of service. ______   Int. 

 

 I understand that any balance generated following an insurance payment is due within 10 days of the 

billing date on the statement. Finance charges will be applied to all balances over 30 days in the amount 

of $30 or 10% of the balance, whichever is higher._____ Int. 

 

 I realize that failure to keep this account current may result in Artistic Design Family Dentistry being 

unable to provide additional services and after 90 days all outstanding balances will be directly assigned 

to collection services._____ Int. 

  

 In the case of default on payment of this account, I agree to pay collection costs (30% of the balance 

sent to collections) and any attorney fees, or court costs incurred in attempting to collect outstanding 

account balances. _____ Int. 

 

 Dr. Tatiyana Trowbridge often takes photographs for the purposes of case documentation, laboratory 

communication, continuing education, lectures, slide presentations, before and after pictures and various 

dental and other articles or publications.  I hereby grant permission the use of any and all photography 

and x-rays to Dr. Tatiyana Trowbridge and Artistic Design Family Dentistry.  I also acknowledge that 

this is done voluntarily, without compensation and my name and all other privacy information will be 

held confidential. ______  Int. 

 
             By signing below I agree to all terms above.                                                                                           

 

 

Signature of Patient or Guardian and Patient                                                                                Date   


