
I understand and agreer as a patient andlor guarantor whether insured or self-pay. that in consideration of the servicesto be rendered, that I hereby individually obligate myself to pay the account of the dental office in accordance with there8ular rates, terms and interest (18% interest per ann'um on accounts thirty days past due) on the unpaid balance set
out by the office. ln the event that it is necessilry to place the account with a collection agency to collect the balance
due, and additional 35%of the principte balance duewill be added. tn addition, should lJgalaction become necessary
to collect the balance due, l understand that Iwill be responsible for but not limited to rejsonable attornefs fees,
interest and court costs. I also understand that if my account is placed with an agency for collection or placed with anattorney for legal action that a credit report may be pulled for the sole purpose o1coliecting the delinquent account. I
hereby authorize payment ofthe dental benefits, otherwise payable to me, directly to the a-bove named dental entity.
I understand that I will be charged 930.00 for each returned check.

-- 
Kevin T Maskell DMD ---
Dental Arts of Tucson

2471 N. CountryClubRd. Tucson, AZ gStL6

lszol327-s66L

Fina ncial ement a lnsurance Signature
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