PERRY HALIL. DENTAL ASSOCIATES, LLC.
8647 Belair Road

Baltimore MD 21236

410-256-5350

Dear Patient:

In an effort to provid: vou with flexible payment arrangements, we have expanded
our payment policy,

PAYMENT ARRANGEMENTS ARE REQUESTED AT THE TIME OF YOUR VISIT
We now offer the fol owing payment options:

____Payment by cash

_ Payment by check

____Payment by credit card

__Automat'c monthly billing to your Visa or Mastercard.

____ Guarantee any amount not covered by insurance with Visa or Mastercard.
Please make your cheice, sign below and retum before treaiment.
Onr office is a fully approved and accredited user of the Visa and MasrerCard Health
Care Program which will cnable you to use your Visa and MasterCard to automatically

cover amounts not paid by yvour insurance.

If none of the above apply, please see the office manager. Thank you

Prins your name here and sign below

X
Dhente:




