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WE OFFER ACCESS TO EXTENDED PAYMENT P’LANS’WITH CREDIT APPROVAL which I give my consent for a credit check.

I'understand that any unpaid balance after 60 days is charged a yearly finance charge of 18%. I further understand that this finance charge is equal to 1.5% of my

. outstanding balance per month. I understand that if my account reaches collection status (90 days) and I make no effort to pay off my account, my account will be
assigned to a collection attorney or agency. If Scarsdale Dental Spa must take additional steps to collect my account, I will pay ALL cost of collection, including
court cost and attorney’s fees incurred by Scarsdale Dental Spa. I give consent for any credit check to be completed by Scarsdale Dental Spa should it be deemed
necessary.

I have read the Business & Financial Philosophy. Iunderstand, accept, and agree to this Business & Financial Philosophy.

Signature of Patient or Responsible Party Date Witness for Scarsdale Dental Spa Date




