
TERMS AND CONDITIONS
As a condition of your treatment by this office, financial arrangements must be made in advance. The proactive depends

upon reimbursement from patients for the costs incurred in their care, and financial responsibility on the part of each patient

must be determined before treatment. All emergency dental services, or any dental services, or any dental services performed

without previous financial arrangements must be paid for by cash at the time services are performed.

Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient, and

that he or she is personally responsible for payment of all dental services. This dental office will help prepare the patient's

insurance forms to assist in making collection from insurance companies and will credit any such collections to the patient's

account. However, this dental office cannot render services on the assumption that our charges will be paid by an insurance

company.

I understand that the fee estimate for this dental case can only be extended for a period of THREE months from the date of

patient examination.

In consideration of the professional services rendered to me, or at my request, by M. Scott Updyke D.D.S., I agree to pay

therefore the reasonable value of said services to M. Scott Updyke D.D.S. at the time said services are rendered, or within five

(5) days of billing if credit shall be extended. I further agree that a waiver of any breach at any time or condition hereunder shall

not constitute a waiver of any further term or condition and further agree to pay all costs and reasonable attorney's fees if suit

be instituted hereunder.

Customer agrees to pay a finance charge of one and one-half percent (1-1/2%) per month on all amounts due and owing

to the office of M. Scott Updyke, D.D.S.

ATTORNEY'S FEES AND COSTS
If any legal action is necessary to enforce the terms of this Agreement, or if it is necessary to employ the services of an

attorney to enforce the terms of this Agreement, the party in default or in breach hereof agrees to pay the other party's rea-

sonable attorney's fees and court costs in addition to any other relief to which it may be entitled. If Customer fails to pay any

amounts owing hereunder then due, or otherwise breaches any terms of this Agreement, Customer agrees to pay up to a 100%

collection expenses incurred by the office of M. Scott Updyke, D.D.S. In attempting to collect such amounts from Customer, in

addition to the aforementioned attorney's fees and costs.

BROKEN APPOINTMENT
There is a $50.00 charge for all appointments that are broken without 48·hour cancellation notice to the office. I

agree to pay this fee if I fail to properly notify the office in the event of a cancellation.

CONSENT FOR TREATMENT
I hereby grant authority to the dentist(s) in charge of the patient whose name appears on this Health History form to

administer any treatment, or to administer such anesthetics, analgesic, sedative and nitrous oxide sedation, and to perform

such operations as may be deemed necessary or advisable in the diagnosis and treatment of the patient.

Authorization must be signed by the patient, or guardian or nearest relative in the case of a minor, or when the patient is

physically or mentally incompetent. I have read this above "TERMS & CONDITIONS" and "CONSENT FOR TREATMENT" and

hereby fully agree to their content. I hereby authorize the office of M. Scott Updyke, D.D.S. to use the following signature for

proof on insurance claim forms.

Signed _______________________________________________________________ Date _

Relationship _
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