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SMILE ENHANCEMENTS 
AND EXTREME 

SMILE MAKEOVERS
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PORCELAIN VENEERS

PORCELAIN CROWNS

INVISALIGN™
ANGELLIFT™

PEAK™ TEETH WHITENING

ESTHETIC BRIDGES

TOOTH-COLOURED  
INLAYS/ONLAYS

ONE-APPOINTMENT BONDING

TOOTH-COLOURED FILLINGS

ESTHETIC DENTURES

ESTHETIC IMPLANTS
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Note to Our Patients with Dental Insurance  

 
We would like to take this opportunity to outline our office policy regarding dental 
insurance and payment for any dental services received. 
 
If you currently have dental insurance, your insurance company has a policy with you to 
provide the necessary payments for dental services rendered according to a previously 
agreed upon contract with yourself directly or through your employer.  It has been our 
experience that these dental insurance contracts vary greatly between companies. 
Therefore, because of these variations, Dr. Paliani and his staff cannot be responsible for 
knowing all of the options and limitations of your particular plan.  It is the responsibility 
of you, the patient, to be completely aware of the specifics of your own benefits. 
 
Our office understands the value of insurance benefits to our patients and will gladly help 
you maximize your insurance benefits.  We will be happy to help you estimate the 
amount of reimbursement you will receive from your insurance company, but it will only 
be an estimate and may be subject to change by your insurance company. 
 
If for some reason you are not completely clear about any aspect of your treatment or the 
costs involved, please let us know, before treatment is rendered.  Otherwise, we will 
assume that you understand and accept full personal responsibility for any costs incurred. 
 
Our office asks that all of our patients take care of the fees as outlined above at the time of 
(or in advance of) the appointment, regardless of any insurance involvement. 
 
I, _______________________________, this _______ day of _______________ 20_____ 
                 (Please print your full name) 
have read and fully understand the above office financial policy. 
 
 
______________________________ 
      (Signature) 
 
______________________________ 
      (Witness) 
 
 
P.S. For more information on dental insurance, please read the leaflet titled “Changes in 
Your Dental Benefits”.  We would be glad to clarify any questions or concerns that you 
may have. 
 
 


