Professional Dental Services Contract
Patient’s Name:
First

Middle

Last

Responsible Party’s Name:

Driver’s License number and State
OR Social Security number __________________________________________________________

Contract Signed in Prince William County, Virginia

TERMS AND CONDITIONS OF CONTRACT
In consideration for the professional service offered to be rendered to me, by Lake Ridge Endodontics,
(hereinafter referred to as the “Doctor”), I, the Patient, accept the offer and hereby agree to pay therefore the fees
charged for said services by the Doctor; or his assignee, at the time said services are rendered, or within five (5) days
of billing if credit is extended. I, the Patient, further agree that the reasonable value of said services shall be as
st
billed unless objected to by me, in writing, within 30 days of the date of the 1 billing. I, the Patient, further agree
that a waiver of any further term or condition and I, the Patient, further agree to pay all costs and thirty-three and 1/3
percent (33 1/3%) of the principal balance as collection fees if my account is actually referred to an agency for
collection.
As a condition of treatment by the Doctor’s, financial arrangements must be made in advance. I, the patient
understand that this dental practice depends upon payment from patients for the costs of their care and financial
responsibility on the part of each patient must be determined before treatment.
I, the Patient, understand that all emergency dental services, or any dental services performed without
pervious financial arrangements, must be paid for by cash at the time services are performed.
If I, the Patient, have dental insurance, I understand that all dental services furnished are charged directly to
me, and that I am personally responsible for payment of all dental services. The Doctor’s office will prepare and
submit the insurance forms if all information is given correctly prior to treatment. I am responsible for paying my
share of cost according to my benefits at time of service. However, this dental office cannot render services on the
assumption that the Doctor’s charges will be paid by an insurance company. If benefits cannot be determined for
any reason I am responsible for the full fee at the time of service. I, the Patient, understand that limitations in my
coverage by my insurance company do not limit my liability to the treating doctor(s).
I, the Patient, understand that any fee estimate listed for dental services can only be extended for a period of
three months from the date of a patient’s examination and that any such fee estimate is only for conditions known at
the time, which may change one services are actually performed.

If any charges remain unpaid on my account after 30 days from the date of the original statement, I,
the Patient, hereby agree to pay interest at the rate of 1 _ % per month (18% per annum) on the unpaid
balance. I further understand and agree that once interest begins to accrue against the unpaid balance or the account
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if referred to an agency for collection, all payments when received will be applied first to court costs, if applicable,
then collection fees, then interest through the date of payment and any remaining portion to the unpaid balance.
I, the Patient, hereby grant my permission to the Doctor or his assignee or agency for collections, to
telephone me at home or at my work to discuss matters related to this form or my account.
I, the Patient, have read this Contract and agree to the above, stated terms and conditions of treatment and
to the provisions of its content.
Based upon the terms and conditions of this contract, I the Doctor, agree to provide dental services to this
patient.

Patient’s Signature:

Date:

Doctor’s Signature:

Date:
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