
                        
 
                        FINANCIAL AGREEMENT 
 
I understand that I am financially responsible for all services provided. As 
the responsible party, I agree to pay Lisa K. Frost DDS, LLC for all fees, 
including any fees not covered by insurance, any late fees and any additional 
collection fees if my account is referred to a collection agency.  
 
 
 
 
_________________________________________               ___________ 
Patient (Parent or Guardian of Minor Child)                           Date 
 
 
 


