
At Engle Dentistry, we are committed to providing high-quality dental care and ensuring
the satisfaction of our patients. Please take note of the following policy regarding 
refunds for completed and accepted dental treatment:

1. No Refunds on Completed and Accepted Treatment:
Once a dental treatment has been completed and accepted by the patient, no 
refunds will be provided. It is the responsibility of the patient to communicate 
any concerns or dissatisfaction with the treatment at the time of completion. By 
accepting and acknowledging the completion of treatment, the patient agrees 
that the services have been provided to their satisfaction.

2. Post-Treatment Adjustments:
If a patient experiences issues or concerns with the treatment after completion, 
we are committed to addressing these concerns. Post-treatment adjustments 
may be offered at the discretion of the dentist if recommended, but such 
adjustments do not constitute grounds for a refund.

3. Payment for Services:
All dental treatments must be paid in full at the time of service unless prior 
financial arrangements have been made. Once payment is made and the 
treatment has been accepted, no refunds will be given.

4. In Case of Disputed Treatment Outcomes:
In the rare event of a treatment outcome dispute, our office will make every 
effort to review and address the situation with the patient to reach a satisfactory 
resolution. However, refunds will not be issued as part of this resolution.

5. Warranty of Services:
Certain dental treatments may come with warranties or guarantees for specific 
time periods. These warranties apply to the repair or replacement of the 
treatment but do not include refunds.

This policy is in place to ensure that all parties understand their rights and 
responsibilities regarding dental services provided by Engle Dentistry or any one of its 
affiliates. By receiving dental treatment at our office, you acknowledge and agree to 
this no-refund policy.
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