
Financial Agreement

* For my convenience, this office may release my information to my insurance company, and receive 
payment directly from them.
        * Every effort will be made to help me with my insurance, but if they do not pay as expected, I will still 
be responsible for payment. 
        * I will pay a fee for appointments cancelled without 24 hours notice or no-showed, with the exception of 
sickness and emergencies. Hygiene appointments will be charged at $50, and treatment appointments are 
charged at $150. 
        * Treatment plans may change, and I will be responsible for the work actually done. 
        * I understand that co-insurance will be due at time of service, and that is an ESTIMATE and I will pay 
the difference if needed. 
        * I ackowledge that I will have 3 months to pay my balance, and failure to do so will result in deliquency 
status and my family and I will receive scheduling restrictions. 
        * I understand that after being in deliquency status for 3 months my family and I will be dismissed from 
the practice. 
        * I understand that failure to pay my overdue balance can result in being sent to collections. 

                                                                                                
 * I am responsible for notifying the office of insurance changes 48 hours prior to any scheduled 
appointments. Failure to update insurance information prior to an appointment will result in the visit being 

Signature Date


