merely an estimate. No guarantee of payment by your insurance company is intended.

3. If we are unable to obtain payment from your insurance company we will expect your
payment in full.

4. With regard to divorced and/or separated families: We are not a party to your
divorce or separation. Whoever presents a child and /or patient for treatment shall be
solely responsible for any charges incurred, regardless of insurance or divorce decrees.

5. We regret that such a form as this is necessary however we do not want any patient to
feel mistreated or as though they have been billed inappropriately. This form is intended
to clarify any questions or concerns of financial responsibility that may exist.

[ agree to be responsible for payment of all services rendered on my behalf or my dependents.
I understand that payment is due at the time of service. If collections are necessary | agree to
pay all attorney fees, court costs, filing fees and collections fees on this account.

|, the insured/patient/financially responsible party, have had any questions regarding this
statement fully explained to me.

By signing the following I agree to the following:

I have read received a copy of and completely understand and agree to the terms stated
above,

Insured Responsible Party Date

Lifesmile Dental Care South/Authorized Date



