
 
 
 
 

 

FINANCIAL AGREEMENT FOR ANESTHESIA SERVICES 
 

Patient Name ______________________________________________________________________    Date _____________________________________ 
 
Procedure _______________________________________________________________________________________________________________________ 
 
Estimated Treatment time:   __________ 
Estimated Anesthesia time:  __________  
Estimated Anesthesia fee:  __________ 
 
Anesthesia fees are: 
 
ADULT: 

$ ______    for the first hour 
 $ ______    for each additional 15 minutes (or portion thereof) 
PEDIATRIC: 
 $ ______     for the first hour 
 $ ______    for each additional 15 minutes (or portion thereof) 
 
Anticipated method of payment:    Cash     Debit          Visa / MasterCard / Discover / American Express            Care Credit 
 

The estimated anesthesia fee is based upon the dentist’s estimate of treatment time, anesthesia preparatory time and the 
patient’s response to the anesthetic used. 

A deposit of $___________ is required to reserve the scheduled date and time of anesthesia services.  This deposit will go 
toward the total anesthesia fee.   

Total payment for the anesthesia services is due the day of treatment.  In the event anesthesia time exceeds the estimate, the 
patient is responsible for the additional charges.  However, if the anesthesia time is less than the estimate, the patient will receive a 
prorated refund (if the total anesthesia fees are paid in advance). 

Many insurance policies do not pay for anesthesia services for dentistry.  Please check with your insurance company 
regarding your benefits.  We will be happy to provide a receipt for the anesthesia services. 

I understand that if I fail to pay the anesthesia fees (failure to pay the balance in the event of a financial arrangement), I will 
be charged an interest of 20% APR and will be liable for all the collection charges and or court fees.   

I agree to pay Dr. Sue Jean Park $____________ for a deposit to reserve the scheduled date and time for my/my child’s 
anesthesia services.  I understand that this deposit will go toward the total anesthesia fees when treatment is rendered and I may 
forfeit my deposit for the above reasons.   

 
 
I give full authorization to Dr. Sue Jean Park to run my credit card for the amount: $_____________________________________________________ 
 
Card Number #: ____________________________________________________________________________________________________Exp. Date: ______/_______  
 
Security Code (3 digits on the back of card): ________________     Address: __________________________________________Zip Code:______________  
 

____Master Card            ____Visa    ____American Express    ____Discover         ____ATM-Check Card    ____Care Credit 

 
 
I have read, understand and agree with the above terms for fees. 
 

Print Patient’s Name____   ___________________ Phone    __________________________________ 
  

Print Parent/Guardian’s Name              _______         Date _____________________________________ ________ 
 

Signature           __________________________ 
 

Sue Jean Park, DDS, Inc. 
562.201.2221 ~phone~ 
310.477.7787  ~fax~ 
suejeanparkdds@gmail.com 

Reasons for Forfeiture of Deposit: 
 Failure to adhere to eating or drinking (including chewing gum) 

instructions given by the anesthesiologist 

 Cancellation (by phone) less than 5 business days prior to scheduled 
appointment 

 Failure to show to appointment 


