
JIM McKAY DDS & JASON FOWLER DDS 
OFFICE FINANCIAL POLICY  

 
Thank you for choosing our office for your dental needs.   Our primary mission is to provide unparalleled 
excellence in aesthetic restorative dentistry with compassion and integrity.  An important part of the 
mission is making the investment in optimal care as easy and manageable as possible by offering several 
payment options. 
 
Payment Options: 
 
You may choose from: 
 
    Cash, Check, American Express, Debit Card, Discover, MasterCard or Visa 
  
    A: Payment in full prior to start of work. 
 
    B: One half of total fee due to reserve the appointment. 
     
    C: In House Financing: No interest payment plans through Care Credit, Chase, and Springstone 
           
           Allow you to pay over time with No Interest (*1) (*2) 
           Convenient, low monthly payment plans also available (*2) 
           No annual fees or pre-payments 
 
Please Note: 
 
We require payment prior to 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 larger more comprehensive treatment plans of $1000 or more, a 50% 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. (*3)   For those plans that reimburse the patient 
and not the dentist, payment is expected in full at the time of service. 
  
A fee of $100 per scheduled hour is charged for patients who miss or cancel more than 2 times in a 
calendar year without 48 hours notice.  We reserve the right to charge $30 for returned checks. 
 
If you have any questions, please do not hesitate to ask.  We are here to help you obtain the dentistry you 
want and deserve. 
 
______________________________________________________________________________ 
Patient, Parent or Guardian Signature                                                                            Date 
 
 
______________________________________________________________________________ 
Patient Name (Please Print) 
 
*1 If paid within the promotional period.  Otherwise, interest assessed form purchase date.  Minimum monthly 
     payments required.                                                      
*2 Subject to credit approval. 
*3 However, if we do not receive payments from your insurance carrier within 90 days, you will be responsible for  
     payment of your treatment and collecting your benefits directly from your insurance carrier.  


