




 
 
   

Our Office Policy 
 

The following policies are designed to provide you with the best quality of care. 
Effective immediately, the following policies are being implemented. 
 

1. FAILED, CANCELLED, RESCHEDULED APPOINTMENTS: 
There is a charge of $25.00 for each and every failed appointment for exams and cleanings and a $ 50.00 
charge for each treatment appointment. Any missed appointment is considered failed if our office does not 
receive 48 hour advanced notice. 
 
2. LATE APPOINTMENTS: 
Please arrive on time so we can attend to you and give you the most amount of quality time. If you are 15 
minutes late we will reschedule you, and you will be considered a failed appointment. We attempt to stay 
on time as best as possible. However, trying to accommodate late patients only makes the waiting time 
longer. Please be respectful to you fellow patients. 

 
Please keep your appointments and be on time! 

 
We hope that none of these circumstances will pertain to you and that you will help us to make this office feel 
like family. We only want the best results for you. 

Financing 

We offer financing through Care Credit. Once we have spent time with you to detail the needed treatment, 
assist you with the financing documents, detailing the terms of financing within your means, and satisfactions, 
we start our pre-treatment diagnostic procedure, which includes photos, models, wax up, and Doctor's time for 

analyzing and treatment planning. Therefore, we reserve the right to charge ten percent of the financed 
amount plus the cost incurred per models and preliminary lab work, upon any demand for cancellation of the 

contract before the beginning of the treatment. 

Sincerely, 
Dr. Kass Nourishad 

Dr. Amir Dadgar 
Dr. Micael Hilario 

& Staff 
 

I understand and acknowledge this office policy. I understand that the fees will be placed on my account and 
that I can be sent to collections for any overdue payments.  
 
 
______________________________ 
Patients Name 

 
___________________________   ____________________ 
Patient Signature/ Responsible Party                Date 


