ACKNOWLEDGEMENT
OF
FINANCIAL POLICY

Jack E. Ehlen, D.D.S. & Julie Fuller, D.D.S.
927 40th Ave SW Suite B
Puyallup, WA 98373
(253) 848-4597

In the interest of good communication and our continued commitment to provide the highest quality
of dental care available to all of our patients, we have esablished a Patient Financial Policy. It is
our hope that this policy will facilitate open communication between us and help avoid potential
misundergtandings, alowing you to aways make the best choices related to your care.

We are committed to supporting you in understanding your denta health, and will always present
you with the best dental solution possble to treat your persona stuation. To make these services
comfortably affordable, we are pleased to offer you the following payment options. Please select
one:

Cash, Check, Debit

Visa, MagterCard, Discover, American Express
90 day Payment Plan

CareCredit

pwODPE

We will, as a courtesy, process your insurance benefits in our office. Specific questions regarding
your insurance benefits must be addressed to your insurance carrier.

| agree that | am fully respongble for the total payment of al procedures performed in this office—
this includes any treatment that is not a benefit of any dental insurance that | may have. | understand
that any estimated portion, not covered by insurance, is due at time of service for al services
rendered. | understand that al services are due to be paid within ninety (90) days of date of service,
regardiess of whether or not my insurance benefits have been received. One and a half percent
(1.5%) per month interest, eighteen percent (18%) per year will be charged on accounts 90 days
from the treatment date. | also understand that should credit be extended to me by this denta office,
acredit check will be made through TRW or other credit services and | authorize release of al
financial data

Signature (Responsble Party) Date



