
 
 

Brown Dental Membership Plan 
Thank you for your choosing the Brown Dental Membership Plan.  The goal of this plan was a simple, 
easy-to-understand way for patients to receive high-quality, comprehensive oral health at an affordable 
price.  Below outlines the details of the plan.   

Adult plan- 14 years old and over 

Annual membership fee of $389 for existing patient ($499 for new patient during the first year with 
existing patient fee every year thereafter) 

- Two examinations, periodontal examination, emergency exam/consultation, two preventative 
cleanings, and check-up radiographs (four bitewing radiographs for existing patients, full set of 
radiographs for new patient)  

- Includes oral cancer screening, oral hygiene instruction, nutritional counseling, and blood 
pressure monitoring 

- 10% off all treatment; no limits! 

Child plan- 13 years old and under 

Annual membership fee of $369 

- Includes two examinations, two preventative cleanings, two fluoride varnish applications, and 
check-up radiographs (two bitewing radiographs) 

- Includes oral hygiene instruction and nutritional counseling 
- 10% off all treatment; no limits! 

Membership fees are to be paid up front by cash or check and benefits are valid for one calendar year.  
Unused benefits do not rollover to next year.  To receive the discount on active treatment, the balance 
must be paid at time of service.  For cases that require multiple appointments, 50% will be paid at start 
of treatment and the remaining 50% will be paid at the final appointment.  If you prefer to pay by credit 
card, the discount is reduced to 7%.  Additional lab fees may apply for esthetic dental cases.   

I,_________________________, understand the terms of the agreement. I certify that I do not have 
health insurance or that the health insurance that I have is not accepted by Brown Dental Associates. I 
acknowledge that I am responsible for full payment of fees at the time at which service is rendered. 

 

__________________________________________________________________________________ 

Patient Signature                      Patient Name    Date 


