
















PATIENT FINANCIAL AGREEMENT 
Kenneth Rothschild DDS  

823 South King St. Suite E 
Leesburg, VA 20132 

(703)777-3150 

Patient Name: ______________________________________________________________________ 

Description of Treatment: _____________________________________________________________ 

The TOTAL FEE for the proposed treatment is:      $ _______________ 

 

_____ OPTION 1 Courtesy for payment in full at the time of service with cash or check.  

A courtesy of 6% is offered for payment in full with cash/check at initial treatment appointment.  

The 6% courtesy for treatment is $___________. The adjusted fee for the treatment is: $___________. 

_____ OPTION 2 Courtesy for payment in full at the time of service with credit card.  

A courtesy of 3% is offered for payment in full with a credit card at the initial treatment appointment.  

The 3% courtesy for treatment is $___________. The adjusted fee for the treatment is: $___________. 

_____ OPTION 3 Insurance  

We have a pre-treatment estimate on file for this visit. Your insurance company has indicated that they 

Will pay the following for the above-stated treatment: :          $___________. 

Based on the pre-treatment estimate, the amount due at this visit is:           $___________. 

After thirty (30) days from the treatment date, I authorize my credit card to bill billed to pay any 
Remaining balance left on my account if my insurance company does not pay what they originally 
estimated.  
 
 

Credit Card Number     Expiration Date   Security Code  

_____ OPTION 4 Monthly Payment Plan  

For patient who prefer to make monthly payments, we offer short-and long term financing through an 
outside healthcare financing company. Please let us know if you would like information about this option. 
 

I have been informed of the treatment fee(s) and I understand that I am responsible for the total treatment 
fee regardless of my dental insurance policy. I understand that any dental plan I have is strictly a contract 
between myself and my insurance carrier. I understand that Ken Rothschild does not have a relationship 
with any insurance carrier and therefore is unable to determine the exact amount paid by my insurance. I 
agree to pay in full any account balance remaining within 30 days if my insurance benefits are less than 
the estimated amount or denied for any reason. Ultimately, I, the Patient/Guarantor, am responsible for all 
treatment fees incurred in this office.  

_______________________________________  ________________________________________ 

Patient/Guarantor Signature    Date    Staff Member Signature  Date  


