FARRA ISAACSON DDS
1150 PORTION ROAD, SUITE 15

HOLTSVILLE NY 11742

631-696-3820

PATIENT FINANCIAL ACKNOWLEDGEMENT FORM

THANK YOU FOR CHOOSING US FOR YOUR DENTAL NEEDS

     OUR GOAL IS TO PROVIDE YOU WITH OPTIMUM CARE BASED ON YOUR INDIVIDUAL NEEDS.  TO ASSIST YOU IN RECEIVING THIS CARE, WE OFFER SEVERAL PAYMENT OPTIONS.  YOU CAN CHOOSE TO PAY BY CASH, CHECK, VISA, MASTERCARD, AMERICAN EXPRESS OR **CARE CREDIT.  CO-PAYMENTS AND DEDUCTIBLES ARE DUE AT THE TIME OF YOUR VISIT.

** WE OFFER NO INTEREST PAYMENT PLANS  IN ADDITION TO EXTENDED PAYMENT PLANS THROUGH CARE CREDIT, A DIVISION OF GE CONSUMER FINANCE.

CARE CREDIT IS A PRACTICAL METHOD OF PAYMENT FOR THOSE PATIENTS WHO DO NOT HAVE INSURANCE,  AS WELL AS THOSE WHO DO, AS MOST TREATMENT PLANS ARE NOT COVERED AT 100% OF YOUR INSURANCE PLAN SCHEDULE.

PLEASE ASK FOR A CARECREDIT BROCHURE AND OUR OFFICE STAFF WILL BE GLAD TO ASSIST YOU WITH ANY INFORMATION YOU NEED.  ALL YOU HAVE TO DO IS FILL OUT A QUICK AND EASY APPLICATION.  WE CAN HAVE A DECISION WITHIN 5 MINUTES OR LESS!

I HAVE READ AND FULLY UNDERSTAND THIS FINANCIAL ACKNOWLEDGEMENT FORM AND MY PAYMENT OPTIONS.

A Note to our valued patients:  We set aside ample time for your appointments, therefore we require24 hours notice prior to cancellations.  
We are here for you so please be here for us.   We reserve the right to charge you for broken appointments.

______________________________________________________________________________________
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