


As the patient, I agree that I am responsible for all collection fees.



























 

Patient Questionnaire Addendum 

Client shall be responsible for all collection or legal fees necessitated by lateness or default in payment. 

Today’s Date (mm/dd/yyyy):   Click or tap here to enter text. 

Patient Name (Please print):  Click or tap here to enter text. 

Patient Signature (or Parent/Guardian):  Click or tap here to enter text. 
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