Patient Name: ___________________________________________Date: ___________________
   INVESTMENT OPTIONS
TREATMENT PLAN
PERIO EVALUATION / LASER THERAPY



_________________________

PORCELAIN RESTORATION





_________________________

RESTORATIONS / FILLINGS





_________________________

COSMETIC PROCEDURES





_________________________

SURGICAL TREATMENT





_________________________

ROOT CANAL THERAPY





_________________________

PARTIAL / FULL DENTURES





_________________________

NEUROMUSCULAR WORK UP





_________________________
IMPLANTS







_________________________
OTHER








_________________________

INVESTMENT ESTIMATE

ESTIMATED INVESTMENT





_________________________

OUTSTANDING BALANCE




               _________________________

PORTION DUE TO START PROCEDURE




_________________________

BALANCE DUE ONCE INSURANCE CLAIM RESOLVES


___________?_____________
PAYMENT OPTIONS

· FLEXIBLE MONTHLY PAYMENT OPTIONS – FEES IN EXCESS OF $1000

NO DOWN PAYMENT

PAYMENT PLANS AS LOW AS $ ____________________ PER MONTH THROUGH OUR 
FINANCIAL PARTNER

· 6 OR 12 MONTHS INTEREST FREE-FEES IN EXCESS OF $300

PAYMENT PLANS AS LOW AS $______________ PER MONTH THROUGH OUR FINANCIAL PARTNER

· CHECK OR CASH 5% , CREDIT CARD 3%, ACCOUINTING REDUCTION

PAYMENT IN FULL IS REQUIRED PRIOR TO TREATMENT LESS 5% $ _________________

   







      3% $ _________________

    






    Total Due    $____________________
I acknowledge that all treatment options have been explained to me. That completing treatment and following maintenance
schedules is my responsibility. If I do not comply with treatment recommendations in a timely manner, and maintenance plans 
are not followed, my dental health may be affected. Fees are valid for 90 days from the date shown above and are subject to
revision. I understand I am directly responsible for payment of treatment and that any insurance assistance is only an estimate.
___________ Initial

___________________________________________         _____________________________________________

Responsible Party



Date
   Financial Coordinator


       Date

