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W feel that all patients deserve fromus the best dental care we
can provide, and further, we feel that everyone benefits when
office policy and financial arrangenents are understood. |n order
that we may have a definite understanding in regard to the paynent
for dental services, the following is our office policy.

Payment in full 1is required at the tine services are
r ender ed. Ve wll file your insurance for you and they wll
rei nburse you directly. However, we wll work with you and you
i nsurance conpany if need be. If for some reason there is a

credit, it wll be mailed to you imedi ately. W do accept Master
Card, Visa, and Anerican Express.

| understand that | am responsible for all fees at tine of
service, regardless of insurance coverage, including any |egal or
other costs incurred in the collection of this account, if it
becones del i nquent .

| consent to the use of ny photographs to inprove ny
treatnent and to be used in educational and professiona
presentations and publications.

| have read the above and accept responsibility of paynent
for ny dental work.
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