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FINANCIAL POLICY
This is a~ agreement between Preniier Dentlstry of Eagle and the patient. By executing this agreement, you
are agreeing to pay for.all services that are·received.
Payments: Payment for service is expected at time of service unless other arrangements have been
approved prior to your appointment. Accounts are considered past due if not paid by the I 5th of each
month.
Payment options:
A. You may pay your portion at time of service by cash, check, Visa, Master Card Discover
American Express or accepted credit option.
'
'
B. Regarding extensive treatment (crowns, bridges, etc) you may pay 50% of our portion on the
preparation date and the balance prior to delivery.
Finance charge: A ·finance charge may be imposed on each iteµi of your accoW1t which has not been paid
within thirty (30) days. The finance charge wiU be computed at the rate of one and one-half percent (1 ½%)
per month or an ANNUAL PERCENTAG RATE of 18%. The minimum finance fee is $2.50,
Late fee: A late fee of $25 may be assessed on all charges that are not paid in full by the 15th of each
billing cycle.
Insurance: Insurance is contract between you and your insurance company. We are NOT a party to this
contract. We will bill your insurance company as a courtesy to you. Although we will estimate what your
insurance company may pay, it is the insurance company that makes the final determination of your
eligibility. By agreeing to treatment you agree and understand that you are responsible for benefits,
payments or any claim inquiries including yearly maximums.
Returned checks: There is a fee (currently $30) for any returned checks by the bank.
Missed appointment fee: We require at least 24 hours notice in order to change any appointments. There
may be a $75.00 fee per hour of scheduled treatment time that are missed or cancelled with less than 24
hour notice.
Past due accounts: If your account becomes past due, we will take necessary steps to collect this debt. If
we have to refer your account to a collection agency, you agree to pay all of the collection costs that are
incurred. Ifwe have to refer collection of the balance to a lawyer, you agree to pay all lawyers' fees which
are incurred plus all court costs. In case of suit, the venue shall be in Ada County,
Waiver of confidentiality: If this account is referred to an attorney or collection agency or ifwe have to
litigate in court, the fact that you received treatment in office will become a matter of public record.
Divorce: In case of divorce or separation, the party responsible for the account prior to the divorce or
separation remains responsible for the account. After the divorce or separation, the parent authorizing
treatment for the child will be the parent responsible for those charges. If the divorce decree requires the
other parent to pay all or part of the treatment costs, It is the authorizing parent's responsibility to collect
from the other parent.
Checks: When you provide a check as payment, you authorize us either to use information from your
check to make a one-time electronic fund transfer from your account or to process the payment as a check
transaction. For inquiries, please call 208-938-1247. When we use information from your check to make an
electronic fund transfer, funds may be withdrawn from your account as soon as the same day you make
your payment, and you will not receive your check back from your financial institution.
Effective date: Upon signing this agreement, you agree to all terms and conditions contained herein and
the agreement will be in full force and effect.
Insured patients: I hereby assign all dental benefits to include major dental benefits to which I am entitled
including private insurance and any other health plans to Premier Dentistry of Eagle.
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Patient name___________________________

Responsible party signature._ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __
Date
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