Insert Your Practice Name Here

Practice Street Address

Practice City, State, and Zip Code

Practice Phone Numbers
Dental Appointment Financial Arrangements

Patient Name: ______________________________   
Date: _____________

Total Estimated Treatment Fee
______________

Current Outstanding Balance
+______________

Insurance Estimate  (Please Initial)  ____________
-______________

Total Estimated Patient Balance
=______________

1. The treatment fees listed above are estimates only and are valid for 30 days from the date shown above. Your dental treatment could be altered if your dental needs change.  You will be notified of any change(s) in treatment.


2. Insurance estimates are estimates only. We never know what your insurance company is going to pay until they pay it. You are responsible for insurance claims not paid within 60 days of service.


3. Please indicate your desired method of payment below.

A. Cash, Check, Visa, MasterCard, Discover, American Express    

___________________
              




                      Card Choice


The following plans are offered based on credit approval through CareCredit:

B. Revolving Payment Plan: 

For charges less than $300    22.98% Interest Rate


C. 3 Months Same As Cash

$300 Minimum Charge


D. 6 Months Same As Cash

$600 Minimum Charge


E. 12 Months Same As Cash

$1,000 Minimum Charge

F. Extended Payment Plan: 2 Years, 3 Years, 4 Years, 5 Years 

$1,000 Minimum Charge      9.9% Fixed Interest Rate



___________________


Plan Choice

I have reviewed the above treatment estimate and understand that I am responsible for the entire balance and for complying with the terms of the payment options I have chosen. I further understand that any balance over 60 days past due will be subject to a 1.5% per month (18% per annum) finance charge and that I may be liable for any attorney fees incurred in collecting a delinquent balance.

Signed: _____________________________________________      Date: _________________________

                                       Patient

Signed: _____________________________________________      Date: _________________________

                                       Financial Coordinator
