APPENDIX F

                                                    PAYMENT PLAN
                                                  PATIENT CONTRACT
                                             Federal Truth in Lending Statement
DATE: _________________________________________________

TOTAL BALANCE DUE: ____________________________________

AMOUNT OF MONTLY PAYMENT: ___________________________

DATE OF FIRST PAYMENT: _________________________________

ACCOUNT NAME: ________________________       ACCOUNT #_________________________
I, the below signed, agree to pay ________________________________________________________,

Monthly installments of $ ______________ by the _____________ of each month until my account is cleared.  I understand that the Budget Payment Plan will be revised to reflect any remaining balances not paid by my insurance or any balance not paid at time of service. I also understand that when I check out, the cashier will request my copay if I have insurance. If I have not insurance the cashier will request full payment or a minimum payment of $ __________________ for charges that day.

If I miss 2 consecutive budget payments or 3 payments within the budget plan year, I understand that I will be subject to FURTHER Collection process of the Practice. Should a default of this contract occur, I understand that I may be charged an additional amount to cover collection or attorney’s fees.
I also understand that I will be asked to sign a new Budget Agreement each twelve (12) months if my account still has an unpaid balance.

FAMILY MEMBERS FOR WHICH I ASSUME RESPONSIBILITIES ARE:

_________________________________________                      __________________________________

_________________________________________                      __________________________________

I HEREBY CERTIFY THAT I HAVE READ, FULLY UNDERSTAND AND HAVE BEEN GIVEN A COPY OF THIS TRUTH IN LENDING STATEMENT. I  ALSO CERTIFY THAT I HAVE BEEN OFFERED THE OPPORTUNITY OF APPLYING FOR A REDUCED BUDGET PAYMENT BASED ON MY INCOME AND HOUSEHOULD SIZE.

Responsible EU Member’s Signature _______________________________________    Date: ________________
Staff Signature _________________________________________________________    Date: ________________
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