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FINANCIAL AGREEMENT 

 
 
 
This agreement is to inform you of your financial obligation to William R. Stringham D.D.S., P.C. 
We are committed to providing you with the highest quality dental care using only the best 
material and technology available in the market today. We are also committed to providing you 
with up-to-date information and educational tools so that you may fully participate in maintaining 
optimum oral health. This financial agreement is intended to facilitate our ability to provide 
excellent service to you while minimizing our administrative costs. 
 
Your estimated co-payment for treatment, which is the amount not covered by your insurance, 
is due at the time service is provided. Once the insurance has paid we will send you a statement 
with any remaining balance.  
 
A courtesy discount is offered to those who pay at the time of service (initial and recare 
appointments) and at the time treatment plan is scheduled. Courtesy Discounts go as follows: 

- 5% if paid by cash or check 
- 3% if paid with a Visa or MasterCard Debit or Credit Card 
- 2% if paid with a Visa or MasterCard rewards, American Express and Discover 

Senior Citizens will receive a 5% courtesy. 
Outside financing is available through Care Credit upon request and approval. Inside financing 
is also available. Please see receptionist with any questions terms and conditions apply. 
 
Returned checks will be subject to a $35.00 returned check fee. Balances older than 90 days 
will be sent to our collections attorney.  
 
Additionally, our office will charge a cancellation fee if appointment is not cancelled within 24 
hours. 
 
Please do not hesitate to ask if you have any questions regarding this financial agreement. We 
are committed to providing you with the most positive experience in dental care. 
 
 
___________________________________ 
Print Name of Patient or Responsible Party 
 
_________________________________     _______________________ 
 Signature      Date  
 
 
*By signing this agreement I accept full financial responsibility for the above named patient.  I                 
agree to pay all charges, attorney fees of 33.3% and other cost incurred in collecting any      
delinquent debt to this office. 
 
 
 


