R. Steven Balback D.D.S.
217-A Marine Ava,
Balboa Island, CA 92882 Our Financial Policy

Thank you for chedsing our office for your dentul needs. Dental treatment is an excellent investment in
an individual's medical and psychulogical well-being, Financial considerations should not be an obstacle
to obtaining tlos mnportant, lifeenhancing care. 'We are always available to answer your questions or
SIS0 YOU 10 Any Wway Wwe can.

All of our fees or co-pays less than 3200 will be due and payable at the fime treatment is rendered.  We
happily accept cash, personal checks, or credil cards (MC, Visa, American Express and Discover).

For our patients with dental insurance: We are happy 1o assist you in filing the necessary forms to
lielp you receive the full benefits of your coverage. The insurance relationship constitutes an agreement
between the camier and the patient, As such, we can make no guarantee of estimated caverage or
payment. Please know that we will do evervthing possible to ses that you receive the full benefits of YLD
policy.

Payment Options

O 1. Pre-payment Couriesy:
We are happy to offer 3 5% accounting courtesy for all weatment over $400 that is paid in full

prior (o treatment commencing.

Discounted Amaunt Adpusied Tolal
Q 2. Payment As Services Are Rendered:
It you wish o pay the estimated amount for treatment nod covered by insurance at the (ime
services are rendered we gladly accept cash, personal checks and most major credit cards.

3. Manthly Paymeni Plans:
1 “Same As Cash” Interest-Free Credit Line
hMonthly payments (up 1o 12 months) interest-frae.

M enthiy Taral
8 Extended Payment Plan
For treatment plans botween 51500 and 525000,
13-60 months doration,
Mo down payment required.
Payments as low as $75 / month,
Mo pre-payment penalty.

Range: o
3 3 Equal Monthly Payments

25% aibial down payment.
Cruaranieed with major credit card,

Dovvens Payment 3 Wantdy Promlks
O “Lay-Away” Plan
Treitment cammences afier comforiable monthly paymenis are made which equal
eslimated patient portion.

L understand that any insuranee coveérige ctimats given 1w me by this
office it not a guaranlee of actual nsurance payment. | also understand that T am ultimately eespomsible for all
charges incurred for dentistry performed upon myself or my dependents in this dental office.  Any insurance
claim ned paid in full after 60 days will become my responsibility 10 pay 2t that time.

Fatient [or Responsible Party) Signatuwre: Date:

Financial Coordinator Signatwre: k Date:
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