Our Financial Policy

Patient Name:

Thank you for choosing our office for your dental needs. Dental treatm

Date:

ent is an excellent investment in an individual’s

medical and psychological well-being. Financial considerations should not be an obstacle to obtaining this important, life-
enhancing care. We are always available to answer your questions or assist you in any way we can.

All of our fees less than $300 will be due and payable at the time treatment is rendered. Wg/l'{ppily accept ¢

checks, or credit cards (MC, Visa, American Express and Discover).

, personal

For our patients with dental insurance: We are happy to assist you in filing the necessary forms to help you receive the
full benefits of your coverage. The insurance relationship constitutes an agreement between the garrief andthe patignt. As

such, we can make no guarantee of estimated coverage or payment. Please know that we will do gverythi

that you receive the full benefits of your policy.

Payment Options

assible to see

O Total Treatment Estimate: Insurance Esti

U 1. Prepayment Courtesy:
We are happy to offer a 5% accounting court r/all treatmen
commencing.

ortion Payment:

00 that i5 paid in f for to treatment

0 2. Payment as Services are Rendered:

at the ti
e canng
hever|ch

e

Ad ustew Must Be Paid By

bosing this option, we ask that you leave a credit

$
Monthly Total
Range: $ to $
on the of each month for _ months.

portion.

I, , understand that any insurance coverage estimate given to me by this office is
not a guarantee of actual insurance payment. | also understand that I am ultimately responsible for all charges

incurred for dentistry performed upon myself or my dependents in

this dental office. Any insurance claim not

paid in full after 60 days will become my responsibility to pay at that time.

Patient (or Responsible Party) Signature:

Date:

Financial Coordinator Signature:

Date:




Our Financial Policy

Patient Name: Janet Smith Date: January 4, 2004

Thank you for choosing our office for your dental needs. Dental treatment is an excellent investment in an individual’s
medical and psychological well-being. Financial considerations should not be an obstacle to obtaining this important, life-
enhancing care. We are always available to answer your questions or assist you in any way we can.

All of our fees less than $300 will be due and payable at the time treatment is rendered. We happily accept cash, personal
checks, or credit cards (MC, Visa, American Express and Discover).

For our patients with dental insurance: We are happy to assist you in filing the necessary fgnmg to help you receive the
full benefits of your coverage. The insurance relationship constitutes an agreement between tife car

such, we can make no guarantee of estimated coverage or payment. Please know that we will fo ev}
that you receive the full benefits of your policy.

Payment Options

QO Total Treatment Estimate: _ § 3,844 Insurance Estimate: $1,000 P t Portion

U 1. Prepayment Courtesy:
We are happy to offer a 5% accounting courtesy for all treatment pver 500 that|is paid i
commencing. $143 ~ $2.10

Disgount Adljusted Total

Must Be Paid By

U 2. Payment as Services are Rendered:
If you wish to pay the estimated amount for tyeatmeWt at the time sendices|are rendered |we gladly accept cash,

personal checks and most major credit cards] /Because {ni cannot guarahteg youy exact insurance coverage, there

may be a balance remaining after insurghce gays. WheneVer chooging thig optigh, we &Sk that you leave a credit
card on file for any balance that may be pwed.

3 3. Monthly Pazvm/ent\Rlans:

$ 237 (12/mo)

Monthly Total

redlit Line

hth free.

L

500 DO Range: $81 (48/mo) to $185 (18/mo)

l, Janet Smith , understand that any insurance coverage estimate given to me by this office is not a
guarantee of actual insurance payment. | also understand that | am ultimately responsible for all charges
incurred for dentistry performed upon myself or my dependents in this dental office. Any insurance claim not
paid in full after 60 days will become my responsibility to pay at that time.

Patient (or Responsible Party) Signature: et Soitt Date: January 4, 2004
Financial Coordinator Signature: Melody Johnson Date: January 4, 2004




