THE PERIODONTAL-IMPLANT INSTITUTE

1355 Beverly Road, Suite 210, Mc Lean VA 22101

Tel: 703.288.3570      Fax: 703.288.0111

FINANCIAL AGREEMENT
I acknowledge that payment is due at the time of services rendered, unless other arrangements are made. I am fully responsible for ALL fees and services rendered for treatment.  I accept full financial responsibility for all charges for services provided to me or the patient.  I understand that filing a claim with my dental insurance company does not relieve me from responsibility for the payment of all charges.  All insurance pre-determinations are not a guarantee of payment by the insurance.
Name of Patient/Guardian: _____________________________________________

Signature of Patient/ Parent/Guardian: ____________________________________

Date: ____________________________________

CERTIFICATION

To the best of my knowledge, the information provided on these forms is complete and correct.  I understand that it is my responsibility to inform my doctor if I or my minor child has had a change in health/medications.
Signature:        ____________________________________

          Date:        _____________________________________


