Patient Name:

SOUTH COVE COMMUNITY HEALTH CENTER
DENTAL DEPARTMENT

Patient Payment Agreement

MRN #:

Name of Procedure:

TOTAL AMOUNT:S

ADA Code:

Self

Signature of Patient:

Signature of Dentist:

Date:

HSN

Dental Assistant:

| understand that | will be financially responsible for the charges not covered by HSN.

USRI (HSN) A L E B, R A N B B AR

1. Date: S =S

Amt Received Balance Received By
2. Date: S =S

Amt Received Balance Received By
3. Date: S =S

Amt Received Balance Received By
4. Date: S =S

Amt Received Balance Received By
5. Date: S =S

Amt Received Balance Received By

Payment Completion Date:

Signature of Patient:




