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Treatment Acceptance & Financial Agreement
Thank you for the opportunity to care for your dental needs.  Your signature indicates an agreement to proceed with treatment with payment as outlined.
Insurance benefits are not a guarantee of payment.  Your signature indicates full financial responsibility for dental care provided.

Patient Name & Date of Birth:  _______________________________________________

Dental Treatment Acceptance Includes These Services:  _________________________________________________________________________________________

Cost of Treatment in Full:  ___________________________________
Cost of Treatment with Discount if Paid in Full : ________________________

Estimated Insurance Benefit:  ________________________
Estimated Patient Payment with Insurance Benefit as Estimated: _____________________________
Additional Payment Options

1.  Payment in 2 installments as outlined below:




2. Payment in 3 installments over 3 months as outlined 





________________________________________________________________________________                   _________________________________________
                                                                                  Patient Signature                                                                                                                                                                                 Date








