Mark W. Sheppard, DDS
77 Southway, Ste. A | LEWISTON ID, 83501 | (208) 743-2792

www.lewistonidahodentist.com
FINANCIAL AGREEMENT
Thank you for choosing our dental office, please read, agree & sign our financial agreement. 
Payment is due at the time services are provided. 

To assist you with your dental care investment, we provide the following payment options:

1. Cash or Check

2. Credit/Debit Card 

3. CareCredit® – *subject to credit approval

We accept your Dental Benefit and as a service to our patients we prepare and submit dental claims.  Please bring your benefit card with you so we may make a copy for our records.  If you have any questions about your benefit coverage or the preferred providers list, please call your benefit company, as you are responsible for YOUR benefit plan.  We will provide assistance as a courtesy, and any help that you may request.  
We request patients must pay in full for deductibles, co-payments and any non covered services at the time of service. We do our best to estimate how much your benefit will pay and how much you are responsible for. Benefit coverage is not a guarantee until the claim is paid for by your benefit company
If you are unable to keep the appointment you have reserved with us, we request notice of 48 business hours in advance.  Our office may charge a no-show fee of $50.00 to your account for missed appointments. 
I hereby authorize and direct my dental insurance benefits, otherwise payable to me, to be paid directly to:




Mark W. Sheppard D.D.S.




77 Southway Ave., Suite A





Lewiston, ID  83501
I understand that I am financially responsible for any charges not covered by my dental benefit. 
A finance charge will be imposed on each item of you account which has not been paid within thirty (30) days of the time the item was added to the account. The FINANCE CHARGE will be computed at the rate of one percent (1%) per month or an ANNUAL PERCENTAGE RATE of twelve (12%). The minimum Finance charge is $.50.

Delinquent account of over 180 days will be turned over to a collection agency.
I understand and accept the financial agreement as stated above

Signature of patient or responsible party.
