
Sachin	  S.	  Parulkar,	  D.D.S.,	  L.L.C.	   	   (740)	  657-‐1562	  
3769	  Columbus	  Pike,	  Suite	  100	   	   (740)	  657-‐	  1628	  Fax	  
Delaware,	  Ohio	  	  43015	   	   www.delawarekidsdentist.com	  
 
 
	  

Cash	  Pay	  Patients	  Financial	  Policy	  

We	  are	  committed	  to	  providing	  your	  child	  with	  the	  best	  possible	  care	  and	  are	  pleased	  to	  discuss	  	  
our	  professional	  fees	  with	  you	  at	  any	  time.	  	  Your	  clear	  understanding	  of	  our	  financial	  and	  
insurance	  policies	  is	  important	  to	  our	  professional	  relationship.	  The	  following	  policies	  below	  are	  
specific	  to	  cash	  pay	  patients	  without	  insurance,	  and	  are	  in	  addition	  to	  the	  office	  Financial	  Policy	  
signed	  on	  your	  child’s	  first	  visit	  with	  us.	  
	  

• Payment	  for	  the	  procedure	  is	  due	  at	  the	  time	  of	  service,	  unless	  other	  
arrangements	  are	  made.	  Your	  treatment	  plan	  will	  be	  presented	  to	  you	  prior	  to	  
collecting	  payment.	  
	  

• For	  multi-‐stage	  treatment	  plans	  we	  offer	  several	  payment	  options:	  
	  

o Payment	  of	  all	  treatment	  in	  full	  will	  receive	  a	  discount	  of	  10%	  when	  
paying	  with	  cash	  or	  check.	  A	  discount	  of	  7%	  will	  be	  given	  when	  paying	  
with	  credit	  card	  and	  HSA	  card.	  

o Payment	  of	  individual	  treatment	  stages	  as	  treatment	  is	  done	  will	  receive	  
a	  discount	  of	  5%	  when	  paying	  with	  cash	  or	  check.	  A	  discount	  of	  3%	  will	  be	  
given	  when	  paying	  with	  credit	  card	  and	  HSA	  card.	  

	  
• For	  your	  convenience,	  we	  accept	  Cash,	  Personal	  Checks,	  ATM	  Debit	  Payments,	  

Visa,	  Master	  Card	  and	  Discover.	  
	  

• Treatment	  plans	  may	  change,	  and	  you	  will	  be	  responsible	  for	  the	  work	  actually	  
done.	  We	  will	  make	  every	  effort	  to	  make	  you	  aware	  of	  any	  changes	  as	  they	  occur	  
and	  prior	  to	  treatment.	  
	  
	  
	  
	  

___________________________________________	   ________________________	  
Name	  of	  Patient	   	   	   	   	   	   	   Patient’s	  date	  of	  birth	  
	  
	  

	  

___________________________________________	   ____________________________	  
Signature	  of	  Parent,	  Guardian	  or	  Personal	  Representative	   	   Date	   	   	  


