
 
DENTAL HEALTH PROGRAM (DHP) 

 
Here’s something to smile about! We have created an innovative dental health program.  The key here is 
preventative and restorative dental care.  Besides brushing and flossing daily, when it comes to value, regular 
check-ups are the best investment for a healthy mouth.  We want to do our part to make optimum care available 
to our patients. 
 
This is not dental insurance.   This program does not have a maximum for dental treatment allowed, and there is 
no deductible or per-office visit fee.      
 
The best part is you receive a 10% discount on all dental treatment during your membership.  This discount 
could potentially save you hundreds of dollars! 
 

Annual Benefit Includes* 
 

2 Prophylaxis 
2 Regular exams 

2 Fluoride Treatments   
1 Emergency Exam 

All Necessary X-rays 
10% discount on all dental treatment 

 
~ANNUAL FEE OF $299.00 PER PERSON~ 

TYPICAL SAVINGS OF OVER $150 ANNUALLY 
 

 
 
*This is not dental insurance.  This program cannot be used with any insurance benefits, discounts, special offers, 
promotions  outside our office.  Any part of this program not used within a year of purchase is forfeited.  New programs 
begin on date renewal payment is received.  Cancelled plans due to unforeseen events will default to regular treatment 
fees before refunds are given.  This program is for those who do not have Periodontal Disease.   
 
All services included in this plan must be completed in our office.  Any services provided outside our office is your 
responsibility and is not subject to any of our health programs or discounts.  This program cannot be transferred to 
another person and benefits can only be used by the enrolled member.  This program cannot be combined with any 
services provided prior to the date of initial sign-up.  Expires one year from date payment is received. 
 
 
 
 
_________________________________________                              ___________________________ 
Name (Print)        Date 
 
 
___________________________________________                        _____________________________ 
Signature (Patient/Parent/Guardian     Date 
  
 
 
Contract Date:________________ to _________________ 

 


