
 

 

FINANCIAL RESPONSIBILITY AGREEMENT 

 

I understand and agree that the fees charged for professional time or services are not disputable or 

refundable.  By signing this agreement and the correspondence check or credit card receipt for the 

rendered service or time I accept the financial responsibility for the charges, and I am waiving any 

claims to the charges. 

 

Patient Name (Printed):_____________________________________________________ 

 

Patient or Legal Guardian Signature:___________________________________________ 

 

Date:_________________ 
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