
Dr. George B. Zacko D.D.S. & Associates
Financial Responsibility Agreement

1712 Clubhouse Rd. Reston, VA 20190
P: 703.471.6600 F: 703.471.1675 georgezacko1@gmail.com

Dr. George B. Zacko & Associates makes every effort to keep the cost of your care down. Full
payment is due at the time of service (i.e. co-pays, deductibles or full fee) To assist you in
making payments we accept cash, checks, Visa, MasterCard, American Express, Discover,
CareCredit, and more.

We are not contracted with all insurance plans. However we are happy to file a claim on your
behalf. If you have an insurance plan we are not contracted with, we will verify your benefits
for you and you may decide to continue with your treatment plan. Your insurance is a
contract between you, your employer and the insurance company. If you have questions
regarding your insurance plan please contact your employer's human resource department
or your insurance company directly.

It is the patient’s responsibility to know which benefits are covered or not covered by their
insurance. The patient or guardian is responsible for all co-payments, deductibles and fees
that are denied or non-covered.  Any balance pending with insurance more than 90 days will
be due by the patient. If there is an additional balance after the insurance company payment
is received, the payment is due by the patient within 30 days. The parent or guardian that
brings a minor in for treatment is the financially responsible party. A financial agreement
between individual parties does not absolve the parent bringing the minor from their
financial obligation to our practice.

If timely payment is not made the services of an attorney, collection agency or small claims
court may be utilized. The cost of additional collection liability will be assessed to the patient’s
account. We have a $40.00 return check fee. The fee to transfer x-rays is $25.00 and the fee to
transfer x-rays and records is $35.00. For any missed appointments, without cancellation
notice of 2 business days or 48 hours, are subject to a $65.00 cancellation fee.

My signature below indicates that I have read, understand and agree to the policies above.

____________________________________________________________ ___________________
Printed Name of Patient or responsible party Date

____________________________________________________________
Printed Name of Patient or responsible party (if patient is a minor).

____________________________________________________________
Signature of Patient or responsible party


