Your Letterhead


Anticipated Treatment for: __________________________________________

Chief Concern: ___________________________________________________________________

· Treatment is recommended, but we need to monitor growth and development, until you are ready to start treatment.  We will re-evaluate your growth and development in ______ months.

(
We recommend the following treatment, which will take approximately _____ months to complete.

( Comprehensive One-Phase Treatment:   ( Invisalign Treatment   ( Braces Treatment

( 1st Phase of a Two-Phase Treatment ____________________________________________

( 2nd Phase of a Two-Phase Treatment
( Limited: ______________________________

Special Braces and procedures that may be required for the above treatment:

( Maxillary Expansion Appliance
( Bite Plane
( Regainer appliance

( Elastics (rubber bands)
( Interproximal Reduction
( Other: ___________________

( Tooth Removal:  ( Is not required   ( May be required

Your treatment includes: initial diagnostic, progress and final records; appliances and adjustment appointments; Deband, Retainers and 12 months of follow-up adjustments and evaluation of Wisdom Teeth

Estimated Treatment Fee


Fee Notes

The Fee for this Treatment is:
$ __________________
_______________________________
Less estimated insurance *
$ __________________
_______________________________


+   –  _______________________:
$ __________________
_______________________________

Estimated Guarantor Portion:
$ __________________
_______________________________


Possible Ways to Pay this Treatment Fee
1. Pre-payment Plan: Pay the entire fee by cash/check for 5% courtesy, making your reduced fee $______________

2. Pre-payment Plan: Pay the entire fee by Credit Card for 2% courtesy, making your reduced fee $______________

3. Office payment plan: an Initial Payment of $ __________ and $ _________/month for _____ months  **

4. Spread Out IP plan: $ ________  $ ________  $ ________  and $ _________/month for _____ months  **

5. Pre-Payment Plan: _______________________________________________________________
6. Other:  _________________________________________________________________________________________

7. Other:  _________________________________________________________________________________________

** The initial payment is due at your Financial Consultation.  The monthly payments are paid by check or cash, electronic withdrawal from your Checking or Savings, Master Card, Visa or Care Credit, or we can arrange for third party financing with a Local Bank or with Care Credit.

*  If you have orthodontic insurance benefits, we will be happy to assist you to obtain the maximum benefit from your insurance company.  However, you are responsible for any account balances, no matter what your insurance benefits are or whom your insurance company reimburses.

The person responsible for any unpaid balance on a child's fee, whether unpaid by the guarantor or insurance company is the custodial parent, the parent the child lives with.

Your Next Appointment for__________________________________, is on _____-_____-_____ at ___________ am  pm

Your Next Appointment for__________________________________, is on _____-_____-_____ at ___________ am  pm

Your Next Appointment for__________________________________, is on _____-_____-_____ at ___________ am  pm






















