
  
  Special Anesthesia Services  
  727 N. Baltimore  
  Derby, KS 67037 
  Phone: 316-788-5939 
  Fax: 316-788-5945 
  Email: office@sleepinsafety.com 
  Website: www.sleepinsafety.com  

SAS Deposit Form 

Special Anesthesia Services requires a 25% non-refundable deposit from all patients. This is 

typically due 3 weeks in advance, however, many times a patient is not scheduled three weeks 

in advance. In that case, a deposit is due as soon as possible before the scheduled sedation 

appointment.  

Deposits will be returned if the patient is not medically cleared for Office Based Anesthesia.  

Special Anesthesia Services agrees, in consideration of payment of the non-refundable deposit 

to subtract the deposit from the total amount due at the time of service.  

The standard fees for Office Based Anesthesia are based on an estimate of time. The estimate 

will come from your dentist and the fees for our services will be based off that estimate. If the 

procedure were to take longer than the estimate, the fees for the service will go up or if the 

procedure were to take less time, the fees for the services will be less. At the end of the 

sedation appointment, an accurate calculation of fees will be given and collected at the time of 

service. All fees are due in full at the time of service.  

Time Estimate Standard 
Fees 

Deposit 
Amount 

 Time Estimate Standard 
Fees 

Deposit 
Amount 

30 minutes $497 $125  2 hours 30 minutes $1065 $266 

45 minutes $568 $142  2 hours 45 minutes $1136 $284 

1 hour $639 $160  3 hours $1207 $302 

1 hour 15 minutes $710 $178  3 hours 15 minutes $1278 $320 

1 hour 30 minutes $781 $195  3 hours 30 minutes $1349 $337 

1 hour 45 minutes $852 $213  3 hours 45 minutes $1420 $355 

2 hours $923 $230  4 hours $1491 $373 

 

Please sign this form stating that you understand the deposit information above and that the 

deposit is non-refundable for the upcoming dental sedation appointment.   

 

Date Completed _____________________   

Signature of Person completing this form ____________________________________________ 

Printed Name of Person completing this form_________________________________________ 

Relationship to the patient ________________________________________________________ 
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