FINANCIAL ARRANGEMENT

Date: Patient's name:
Responsible party: Daytime telephone:
Treatment plan total: $
Less initial payment: $ d
Balance: $
Less approximate insurance: $
Total amount financed: $
Payment Plan:
To be paid in installments of $ |/ eagh.
Beginning: V
Date Due Amount ived

Patient/(guardian) ag y Is fully nsible for total payment of
procedures performgd in-thi g any amounts which are not covered by any
dental i 3 #na at :?oaﬂent may have. The figures in this
agree R mate. The agtual final price and/or coverage

by insurance for services differeng¢e it any, will be refunded or billed

Pleasg dvise e policy of this office limits all accounts to terms of 30 days
without \a-late/payment charge. A late charge of % ( % annual
pertentage raje) may be applied to all delinquent accounts.

Patient's (gardian's) signature Date Doctor or staff signature Date
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