wWAnh N. Le, D.D.S.

12424 Preston Road, Sulte #212
pallas, TX #5252
Ph: 972.267.3994 Fax: 972.867.91€5

Flnancial Agreement
Thawk you for choosing us as your dental care provider. We are comwmitted to providing you
with the best dental care possible. n order to achieve this goal, we need Your assistance ano
your understanding of our payment policy.

Payment for services is due at the thme services ave rendered: Fees for non-covered services,
along with deductibles, and co-payments are due at the time of treatment. we gladly accept
cash, checks, Visa, Mastercard, and Discover.

Cancellations: We reserve the right to charge n $50.00 fee for appointments cancelled or
broken without 24-hour notice. In addition, we also veserve the right to terminate treatment
of any patient when scheduled appolntiments are not keept. Patlents may be required to
provide credit card information to be kept on file when rescheduling any appointments that
have been previously missed.

Dental nsurance: As a courtesy, we will f’ute your clatms and accept asslgmment of dental
insurance benefits provided that you agree to the following:
®  You must provide us with an tnsurance card and all necessary information to verify
coverage for You and Your dependents.
® Yourinsurance Ls o contract between you, your employer, and the insurance

company. \We are not a party to that agreement and are not responstble for what they
wWiLL not cover.

o Although we may estimate your insurance benefits, we are not responstble for thetlr
accuracy. Knowledge of benefits, as well as benefit amounts, limitations, exclusions,
waiting periods, ete. Ls entirely Your responsibility. Recelving our services indicates
Your acceptance of responsibility to pay regardless of your original estimate.

* Any charges that have not been paid after 90 days will automatically be due and
payable by you. Any payments recelved from the insurance company after that date
will be applied to your accownt, with any over-payment refunded to you.

o After dental insurance has paiol its portion, a statement will be sent to the patient for
any remaining balance. Payment is expected within 30 days of the statement date to
avold additional charges or collections.

thave vead and understand the above information and will take responsibility in making
sure that the services vendered to wee ave patol tn full.

Signature of Patient or quardian: Date:




