
Financial Agreement
Payment is due at the time of treatment. We can accept cash, checks and major credit cards. 
We also have a payment plan called CareCreditSM. This plan allows you to begin treatment 3 
days after approval and spread payments over time.

Please indicate below which form of payment you choose to use: (check one) 

❍ Cash or Check     ❍ Major Credit Card     ❍ CareCreditSM* 

Applying for CareCredit only takes a few minutes and there is no fee to apply. 

*CareCredit is subject to credit approval. If credit application is declined, another form of payment listed above is required. 

Payment Opt ions:

__________________________________________________________________________________________________________   ____________________________
Signature of Patient/Responsible Party         Date
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1. I understand that full payment is due at the time of service for myself or any of my dependents.
 
2. I understand that as a courtesy, New Image Dentistry of St. Lucie will attempt to verify my insurance coverage from 

information that I provide and will fi le two claims per appointment. I am required to pay in full, before treatment is 
performed, the estimated portion of any procedure or treatment that will not be covered by my insurance. 

 
3. I understand that the insurance estimate may differ from what my insurance carrier ultimately pays and that I am 

responsible for any amounts not paid by my insurance for any reason.
 
4. I understand that unless patient records are sent directly to another provider there is a charge for copies of x-rays 

and treatment information and is subject to change without notice.
 
5. I understand that New Image Dentistry of St. Lucie may currently charge $25.00 for any broken or canceled 

appointment and this fee is subject to change without notice.

6.  I understand that if I discontinue treatment for a requested procedure including but not limited to, partials, dentures, 
crowns, bridgework and surgical preparatory work, I remain responsible for paying all lab related costs for materials 
and services that were incurred before I discontinued treatment. All related costs will be deducted from any refund 
to which I may be entitled.


