Treatment Estimate

Name ______________________________________________________
  Date ___________

                

           Procedure Code &


  Total Fee


Amount Due
              Description        
    





Day of Appt.


_____________________
________


________

_____________________
________


________

_____________________
________


________

_____________________
________


________

_____________________
________


________

_____________________
________


________

_____________________
________


________

_____________________
________


________

_____________________
________


________

_____________________
________


________

In order to best serve the needs of our patients, we provide you with an estimate based on the treatment you and Dr. have decided on.  All payments are due on or before the day services are rendered.  So that we may assist you in working within your budget, we have worked very hard to make several financial options available to you.  Our staff will help you “find a way” to afford this investment in your dental care.  We are always available and happy to discuss any financial concerns you may have.  Just ask us!
Signature ________________________________________________    Date ______________

