
FINANCIAL AGREEMENT 

• I, __________________ , am financially responsible for this
account. (Please Print)

• Preferred method of payment: (Circle)

Check/Cash Mastercard Visa Discover American Express Care Credit 

• I, the undersigned, hereby give consent to the agreed upon dental services, and the use of
appropriate methods thereto, on behalf of my child,

• Finance charges of 1-1/2 % per month, $1.00 minimum, will be added to accounts over
30 days past due. It is also understood that the person financially responsible for these
services is ultimately responsible for payment in full without regard to payments by any
insurance carrier. Balances are due within 30 days from date of service unless prior
arrangements have been made.

• The undersigned fu11her agrees that in the event of default on payment for services, he
and/or she shall pay all costs and collections, including reasonable attorney fees.

• NO SHOW POLICY: (EFFECTIVE 8/1/2012) - I understand that I will be allowed 1
missed (no show) appointment without a penalty. For every no show appointment
thereafter, I will be charged a $30.00 fee.

Signature Date 
-------------------- -------

HIPP A AGREEMENT 

Please be advised that this is your acknowledgement of Receipt of Notice of Privacy 
Practices. If you would like to review this policy, please ask the receptionist for a copy. A 
copy can also be found on our website, www.nhdentalpartners.com. 

Signature Date 
-------------------- -------

EMPLOYMENT INFORMATION 

• Employed By:-------------------

• Employer Phone Number:
----------------

• Dental Insurance Carrier:
----------------

• Group Number: __________________ _








