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In-house Dental Savings Plan 

Our in-house dental savings plan, for those without insurance, is a subscription service to our reduced fee 
schedule named “Savings” with many more benefits.  For an annual fee* of $150.00 per adult and $50.00 
per child, under 18, you are entitled to the following: 
 

* 2 FREE exams per calendar year. 
* All necessary x-rays (radiographs) for FREE. 
* 2 FREE cleanings per calendar year. † 
* Unlimited FREE emergency appointments.‡ 
* 2 FREE fluoride treatments per calendar year for children 12 and younger. 
* FREE sedation and/or laughing gas (nitrous oxide gas) for children 12 and younger.� 
* 25% to 50% off of our treatment fees including major dental work like root canal therapy, crowns, 

bridges, implants, dentures, etc.☼ 

 
Limitations and Exclusions 

*   The annual fees for renewal of the subscription to “Savings” fee schedule and selected free services for the individual adult and any child 

under 18-years-of-age are due again 365 days from the date of this contract after which the subscription expires, this contract becomes void, and 

fees and benefits for services, examinations and x-rays revert to our usual and customary fee schedule.  Renewal of the In-house Dental Savings 

Plan must be validated by a newly signed contract and payment of the subscription fees. The subscription fees are billed as dental codes D0020 

and D0021; they are only recognized internally as billing codes and cannot be billed to any insurance plan. The “Savings” fee schedule cannot be 

utilized with any work-exchange agreement. The In-house Dental Savings Plan cannot be combined with any insurance plan for which Dr. Cold 

is a contracted provider. In the event that the subscribers become insured by any insurance for which Dr. Cold is a contracted provider, this 

contract becomes void and the contracted insurance fee schedule becomes the sole determiner of fees and benefits.  “Savings” fee schedule is 

subject to change without notice.  

†   Cleanings are limited to “prophylaxis” cleanings (dental codes D0110 and D0120) on patients who do not have periodontal disease.  Heavy 

cleanings (dental code D4355) and periodontal therapy for periodontal disease are not considered a regular or simple cleaning and are not covered 

as a free service by the subscription. 

‡   To qualify for unlimited free emergency appointments, the subscriber must have had an examination appointment within the last six months 

and the subscription payment must be current. If it has been more than six months since the last examination and the subscription payment is 

current, then the emergency appointment will be billed as an examination appointment. The emergency appointment is limited to evaluation of 

the patient’s complaint or condition including any necessary radiographs.  The emergency appointment does not include any emergency treatment 

that is not considered a continuance of a previous treatment.  Emergency treatment such as dental extractions or palliative treatment is billed 

separately.  Unlimited free emergency appointments are limited to published and posted office hours.  After hours emergency appointments are 

limited to two free after-hours emergency visits per subscription year. 

�  We provide enjoyable flavoring for oral sedation with FlavoRx medication flavoring.  Oral sedation requires the cooperation of the child and 

parent.  If a child fails to properly consume all the medication on an empty stomach resulting in a failed sedation appointment, then the reattempt 

sedation appointment will have charges for the sedation medications, monitoring, and nitrous oxide. 

☼   Cosmetic treatment is not included in the subscription.  Cosmetic treatment is considered any modification to teeth to enhance or change the 

appearance of the patient’s smile or look of their teeth that is not necessary to restore the health and structure of their teeth or occlusion.   
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