First Name: [Last Mame: Birth Date:

FINANCIAL POLICY /PAYMENT OPTIONS

Our mission is to delives the best and most comprshensive dental care, and fimancial comsidenations should not be an obstacle in
fulfilling your nesds Thamsfore we provide aranps of payment options for our patients

CHECK, DEBIT CARD, VISA, MASTERCARD, DISCOVER CARD, OR AMERICAN EXFRESS

For all appoinements, oms-half of the weasment fiss is due at the dme of schaduling, of at a minimmm of rwo wesks prior 1o your schaduled
appointment and the balance is payable ar time of service

COMPREHENSIVE CARE DISCOUNT
A 5% courtery discount may be axtendad © patiens who pay the full trextment fes by cask, chack or chargs at thae tims of schaduling
This discount applies 1o treasment & excess of 52500 and must incinde treatment formulripls services. This discountcannot be extended
whez used in copjunction with third-party financing

THIRD-PARTY FINANCING (Monthly pavment plans including no-interest and extended period plans)
Flexible monthly payment plans are available from thisd PEAY compamiss such as Care Credit, Springstone and others (the
“Financing Companies”), subject to credit approval Weare able. in many instances, to obtain credit approval even ifyou havea
limited or neganive credit kistory

INSURANCE FLANS
We accept most denal plans and we will work to maximize your dental benefis and submit your insarance claims & no charge
For vour convenience, we accept the insumance benefit directly from vour insurmnce company, and oaly the estimated pomion mot
covensd by your insmumnce is due at the time treatment {5 performad or at the time of scheduling However, we make no guarantess of
yous insurance reimbunapent, and if we do not receive pavment in full fow vours insurance company within 60 davs, you will be
responsible for the unpasd insurance pomtion Services not coversd by insurance will not be subminted to vour insurancs company

Assignmenr and Releave: You the undenipned assign directly to City Smiles, all bemefits, if anv, otherwise pavable 1o vou for
services rendesed You heseby authosize the doctor to release all information necessary 10 secure the pavment of benefits You
anthorize the use of vour signanwe on all vour insurance submissions whether manual or electronic In order for Ciny Smiles toacoam
assignment of benefits, we require a credit casd on file with our office to cover any unpaid balance not covered by vour insurance
company If vou choose not to have a coedit card on file, we expect full payment, by the patient, ar time of service, unless other
financial arrampeements have besn made Your insuramce company will reimburse you dirsctly

FLEXIBLE SPENDING ACCOUNTS AND HIALTH S.M‘INGS ACCOUNTS
If vou work for a company that provides a lexible accouant, or a “flex-plan.” or a health saving account, we will accept
pmthnlm:mdumrwmwu STaleMments §0 VOU CAN recérve reimbursement under these plans We camnot
Enanantes reimburiement of what services will be coversd under the terms of vour specific plan.

FLEASE NOTE

We raquire payment of 3 Snancial arangsment befoss the stan of vour tramment Ifvou choose 1o discontinue care before
treatmant is complets, your sefund will be determined upon seview of vour case

Your appoinenens have basn ssssrved sxclusivaly for vou If vou ars unablas to come for vour sppoimmen. please norply our srgff
ar jeasr 14 hows in advance so that we may offer that availahility @ another patisnt in nesd of treatment If you cancel your
appointmentwith lem tham 24 hours notice or are la® for vowr appointmant such ®uat vour scheduled treasment camot be completed, vour
account will be charged 2550 00 cancellation fes

When schadubng sppomunants 1o recsive senims & axcess of 3500 or thos are expactad 1o last | hous or longss, Ciry Semdes requirss one-
balf of the patens porson (this excludes any asimaed inswrance payment) 1o be prable at the time of schaduling or at laast rovo wesks
prios to the scheduled appointment

For your protection, and to constantly improve the quality of care we deliver, phone calls to our office may berecorded

A late charge of 5500 or 1 5% permonth will be applied to unpaid balances will be 2 §25 charge for all retumad
checks

Thave read the Financial Policy in its smtirety and Junderstand and agres to all its terms

Patient, Parent or Guardian Signature Date:
(Mustbe 15 vears or older to sigm)




