Long Grove Dental Studio - Nichole L. DeMars, D.D.S., LLC
3976 Route 22 Suite E - Long Grove, IL 60047
FINANCIAL RESPONSIBILITY AGREEMENT

Thank you for choosing us for your dental needs. We are committed to providing you with excellent care and successful treatment. Just as we want to
have clear communication and complete understanding of any dental treatment, we want the same clarity regarding finances. Please read and sign the
following statement of financial policy. Please feel free to ask if you should have any questions regarding this policy.

Payment: Payment is due at the time services are rendered unless prior financial arrangements have been made. We offer the following options as a
method of payment.

1. We accept Cash, Checks, and all major credit cards (Visa, MasterCard, American Express, Discover).
2. CareCredit™ (must qualify)

Dental Benefits: We will gladly process your insurance claims, estimate your deductible and the portion not covered by your insurance. Please note
that your insurance policy is a contract between you and your insurance company and as a provider, we are not party to that agreement. The quality
of insurance policies varies greatly; therefore we can estimate your coverage in good faith but cannot guarantee coverage due to the complexities of
dental insurance contracts. The estimated amount not covered by your insurance is due at the time of treatment and may be paid by any of the options
listed above. Our estimates are subject to final payment received by the insurance company; therefore, the amount due to our office is subject to
change. By law, insurance companies must notify us in writing or pay the claim within 30 (thirty) days. We will notify you within 45 (forty five) days

to contact your insurance company if payment has not been received. Please note that we will only allow 60 (sixty) days for a dental claim to
process. If payment is not received within 60 (sixty) days, the outstanding balance will be your responsibility and must be paid in full.

Minors: Payment for services for the treatment of minors can be made by Cash, Check, any major credit card accepted at our office or
CareCredit™, and is the responsibility of the adult accompanying the minor.

Divorce: We look to the adult who has brought the child in for the appointment to be responsible for payment of services, which are rendered to the
child. We also expect parents to be able to work out payment arrangements with each other and not to involve our office staff in any disputes that may
arise.

Missed Appointments: Once a dental appointment has been made, please keep in mind that this time has been reserved especially for
you. We require a full 48 (forty eight) hour notice for any appointment changes or cancellations. We reserve the right to charge $35
(thirty five dollars) for oral hygiene appointments and $50 (fifty dollars) for periodontal treatment appointments scheduled with our
Hygienist when a full 48 (forty eight) hour notice is not provided. There will be a charge of $75 (seventy five dollars) per hour for
appointments scheduled with our Dentists that are cancelled or rescheduled without a full 48 (forty eight) hour notice. Please
understand that messages left on voicemail for appointment changes or cancellations will not be accepted and you will need to speak
with a staff member during regular business hours. Messages left on voicemail will also be subject to the cancellation fee.

Service Charges: The policy of this office is to charge 1.5 (one and 1/5) percent (18 (eighteen) percent annual percentage rate) or a billing charge/fee,
which will be applied to all accounts over 90 (ninety) days late. We will charge $35 (twenty five dollars) for any returned checks.

Collections: In the event that we need to make use of an attorney or collections agency, all pertinent information will be sent to that service. Fees
incurred to collect payment will be billed to and payable by the patient's account holder.

Transferring of Records: There will be a $35.00 charge for any duplication of records, patient history and radiographs. This fee applies
to all patients.

Financial Consent: *** By signing this notice of payment policy, | am acknowledging that the policy has been read in its entirety. | also understand
that payment of this account is my full responsibility, regardless of the amount my insurance company reimburses before or after payment is made.

Patient Signature:



