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Financial Agreement

Thank you for choosing our practice. We appreciate the trust you have placed in us. Payment is ex-
pected at the time service is rendered. We accept cash, credit cards, and most insurance plans.

This is an agreement between Knights Dental and you (the patient).

Insurance

Professional services are rendered and charged to you, not the insurance company. Payment for serv-
ices is your responsibility. All deductible and fee amounts not covered by insurance are due at the time
of treatment, unless written financial arrangements are made with the office manager or doctor prior to
treatment.

The office will not enter into a dispute with your insurance provider over your claim. This is your re-
sponsibility and obligation. We will file your claim, once every month that your account balance shows
an amount due. If at the end of 30 days, your insurance company has not paid, you are responsible for
any unpaid balance, which is due immediately. We will supply you with a copy of your insurance claim.

In order to honor any insurance benefits, you must provide proper insurance identification
(i.e., insurance cards, claim forms, etc.).

Office Fees

If you present a check for insufficient funds, or place a stop payment on an issued check, you will
be charged a $30 fee for processing. If you must cancel an appointment, we ask that you provide
us with notification 24 hours in advance. We will charge a fee ($25) for every thirty minutes of
scheduled appointment time. This fee cannot be charged to your insurance company.

If you repeatedly miss scheduled appointments, you may be asked to pursue treatment on an unsched-
uled basis, or to make arrangements with another practice that can provide a more convenient schedule
for you.

We will charge 1.5% monthly (18% annual interest on account balances over 30 days due.) If your ac-
count balance is not cleared after 90 days, your account will be turned over to a collection agency and
you agree to pay any additional fees, including court costs and attorney’s fees, regarding collection of

unpaid balances.

I have read, understand, and agree to all statements listed above regarding my account.

Patient Signature: Date: / /

770.323.0113 (0) » 770.323.2442 (f) » 2575 Snapfinger Road, Suite G * Decatur, Georgia 30034



