PAYMENT AGREEMENT

By signing below | agree to pay all amount(s) owed within 30 days of when such amounts(s) are incurred. |
understand that it is my responsibility to provide my correct/updated insurance information and that this office
will bill my insurance as a courtesy to me. However, regardless of insurance coverage, | agree that it is and shall
remain my responsibility to pay all amounts owing as set forth herein. | agree that interest will accrue on all past-
due amounts at the rate of 18% per annum (1.5% per month) until paid in full. In the event any amount(s) is/are
referred to a third party debt collection agency, | agree that in addition to any other amount(s) allowed for by law,
(such as interest, court costs, reasonable attorney’s fees, etc.) | will also be responsible for a collection fee of up to
40% of the principal amount(s) owing as allowed by Utah Code Annotated, sec. 12-1-11. The terms of this
paragraph shall apply to all amount(s) incurred by me or by any individual for whom | have legal responsibility
whether such amount(s) are incurred today or after today.

CONSENT FOR SERVICES

I certify that the answers to the health questions are accurate and correct to the best of my knowledge. Since a
change of medical condition or medications can affect dental treatment, | understand the importance of and agree
to notify the dentist of any changes at any subsequent appointment.

I authorize Dr. Burt/Kidder and/or such associates or assistants as he may designate to perform those procedures
as may be deemed necessary or advisable to maintain my dental health or the dental health of any minor or other
individual for which | have responsibility, including arrangement and/or administration of any sedative (including
nitrous oxide), analgesic, therapeutic, and/or other pharmaceutical agent(s), including those related to restorative,
palliative, therapeutic or surgical treatments.

I understand the administration of local anesthetic may cause an untoward reaction or side effects, which may
include, but are not limited to bruising, hematoma, cardiac stimulation, muscle soreness, and temporary or rarely
permanent numbness

[ do voluntarily assume any and all possible risks including the risk of substantial and serious harm, if any, which
may be associated with general preventive and operative treatment procedures in hopes of obtaining the potential
desired results, which may or may not be achieved, for my benefit or the benefit of my minor child or ward. |
understand that placement of fillings may render the involved teeth sensitive to hot and cold temperatures and/or
pressure for an extended period of time.

I acknowledge that the nature and purpose of the foregoing procedures have been explained to me if necessary
and | have been given the opportunity to ask questions.

| grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related
to this form.

I have read the above conditions of treatment and payment and agree to their content.

Date:

Signature of guarantor of patient /responsible party

Date: Relationship to Patient

Signature of patient, parent or guardian



