Dr. Fred T. Ridge, DDS
115 Turnberry Way
Pinehurst, North Carclina 28374
910-695-3100
910~695-3126 fax

Consent for Treatment and Promise of Payment

As a condition of your treatment by this office, financial arrangements must be mads in advancs. The
practice depands upon reimbursement from the patlents for the costs Incurred in their care and financial
responsibility on the part of each patlent must be determined before treatment.

All emergency denlal services, or any dental servicas performed without previous financlal srrangements,
must be paid for in cash af the time services are performed.

Patients who carry dental insurance understand that all dental services furnished are charged dirsctly to
the patient and that he or she is personally responsible for payment of all dental services. This office will
help prepare the patients Insurance forms or assist in meking collections from Insurance compeanies and
will credit any such collections to the patlent's account. Howsver, this dental office cannot render
services on the assumption that our charges wiil be pald by an Insurance company.

VA service charge of 1%:% per month (18% per annum) on the unpald baiance will be charged on all
accounts exceeding 60 days, unless previously written financial arrangements are satisfied.

I understand that the fee estimate listed for this dental care can only be extendsd for a period of six
months from the date of the patient examination.

in consideration for the professional sewfces rendered fo me, or at my request, by the Dodclor, | agree to
pay thersfore the reasonable value of said services to said Doctor, or his assignee, at the time said
services are rendersd, or within five (5) days of bilfing If credit shall be extended. [ further agree that the
reasonable value of safd services shall be as biifed unkess obfected to, by me, in writing, within the time
for payment thereof. | further agree that a waiver of any breach of any time or condftion hereunder shafl
nct constitute a wafver of any further term or condftion and | further agree to pay all costs and reasonable

attorney fess if suit be instituted heraundar,

| grant my permission to you or your assignes, o telephone me at home or at my work to discuss matters
refated fo this form.

[ have read the abave caonditions of treatment and payment and agree to their content.

Dats: Relationship to Patisrt

Skgnature of petlent, parent or guardian

Date: Relationship to Patient
g{gnature of guarantor of payment/responsible party




