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FINANCIAL POLICY AND AGREEMENT 

Please make your choice, sign below and return to receptionist.  Payment Arrangements are requested before your visit.  In an 
effort to provide you with quality Dental Care and flexible payment arrangements, we have expanded our payment policy.  We 

will use our expertise to help you obtain the maximum benefits from your policy. 
 
FULL PAYMENTS ARE DUE IMMEDIATELY WHEN SERVICES ARE RENDERED.  
We offer the following payment options: 

___ Payment by CASH in Full 
___ Payment by CHECK in Full 
___ Automatic billing to your Visa or MasterCard 
___ Dental Fee Plan Financing - We will be happy to assist you with applying for financing should you so desire.  

We do not handle any financing “in house” but we do have financing available through Dental Fee Plan™. 
 
• INSURANCE:   We can file your insurance claims.  You are responsible for any portion not covered by your insurance 
company.  You must guarantee your insurance payments and co-payments with Visa/MasterCard, Cash or Checks.   
 
• CHARGES:  You will be charged for all insurance deductible, insurance co-payments, the remaining balance of charges not 
paid by insurance within 60 days, broken appointment fees and any outstanding balance on my (the guarantor’s) account which 
may include any dependents for all dental services rendered by Diamond Dental, P.C./K.H. George Lee, DDS/Danny Salem DDS 
& their staff.  I understand there is a monthly interest of 1.5% of unpaid balance accrued on the account after 60 days once the 
service is rendered. 
 
• Broken Appointments:  We reserve the right to charge $20 per half hour for failed appointments which are cancelled 
without 24 hours prior notice.  For long and special appointments (Two hours or longer), we need to be notified 48 hours prior. 
    
Our office is a fully approved and accredited user of the Visa/MasterCard Health Care Incentive Program, which will enable 
you to use your Visa/MasterCard to automatically cover amounts not paid by your insurance.  You may also choose a 
comfortable amount to be automatically billed to your Visa or MasterCard on a monthly basis. 
 
I assign my insurance benefits to the providers listed above.  I understand that this form is a valid financial agreement.  I certify 
that I have read and understand the above information.  
 
_________________________________ _________________________________ _____________________ 
Signature of Patient or Guarantor  Print Name    Today’s Date 
 

Authorized Healthcare Form & Credit Card Financial Agreement Contract 
Automatic Credit Card Charge Authorization 

 
I, __________________ (name of Guarantor), authorize Diamond Dental, P.C. or K.H. George Lee, DDS or Danny Salem 
DDS (names of Providers) to keep my signature on file and to charge my MasterCard or Visa or American Express or Bank 
Debit Card account as indicated below for any outstanding balances on my and my dependent’s accounts. 
 
I authorize payments of $_________ to be charged on the __first, __second, __third, __fourth week, and  _____ of every 
month until all the remaining balance on my account is paid.  
 
Patient Name: «FName» «MI» «LName»   Date of Birth:  
 
________________________________ _____________________________ ______________________ 
Signature of Card Holder   Print Card Holder/Guarantor’s Name Today’s Date:   
 
________________________________ _VS/MC/Other_________________ ______________________ 
Credit Card Number   Credit Card Type    Expiration Date 
 
Credit Card Holder Billing Address:    
 
Credit Card Imprint 
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