FINANCIAL AGREEMENT
All New and Existing Patients

           My name is ____________________________________  
                            I am the responsible party for my family account. 
                                                 I agree and understand:
Paragraph 1 - The responsibility for payment of all and any professional services rendered is ultimately mine, regardless of my insurance status. I further agree payment to my account is due at the time services are performed. 

Paragraph 2 - The responsibility for payment of all claims denied by my insurance is ultimately mine, regardless of the estimates represented by this office.
Paragraph 3 - I will be given a written estimate of all treatments recommended by Dr. Totzke and I understand they will be ONLY ESTIMATED COSTS.

Paragraph 4 – Since my insurance company does not guarantee payments until claims are submitted, rather than my insurance company, I am the party accountable for payment at the time services are rendered. 
Paragraph 5 – All Ages Dental Spa will submit my dental claims as a courtesy to my family. However, their office reserves the right to request and receive payments made by me, in which case it will assign claims reimbursement directly to the policy holder. 
Paragraph 6 – While All Ages Dental Spa will make every attempt to handle the insurance issues efficiently, it is my responsibility to provide their office with correct and updated insurance information. 
Effective August 1st, 2006 - I have been informed a 20% yearly finance charge will be applied to all portions of my family balance remaining unpaid 30 days after the services were rendered. If my family account remains unpaid after 180 days I will be responsible for all collection costs and reasonable attorney’s fees incurred in the debt collection process. 
· There will be a $35.00 (thirty five dollars) fee charged to my family account for all returned checks. 

· There will be a $39.00(thirty nine dollars) fee will be automatically applied to my family account for every appointment broken with less than 24 hours.

         I have read and I agree with the terms listed in the above statements.


_______________________________________        _____________________




Patient / Guardian Signature


Date

