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CONSENT

I undestand and agree that, regardless of my insurance status, the
responsability for payment for all dental services provided in this office
for myself and my dependents are mine, due and payable at the time services
are rendered unless prior financial arrangements have been made. I also
understand that all X-rays and diagnostic aids are the property of the
dental office and that copies if requested will be made available to me for
a reasonable FEE as set by this office.
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