


GREGORY J. KUCHTJAK, D.M.D.,P.A. 
Pediatric dentistry 

 
933 CAROLINA AVE. NORTH    STATESVILLE, NC 28677         PHONE (704)883-8516        FAX (704)883-8560 

FINANCIAL  AGREEMENT: 
We would like to take the opportunity to thank you for choosing us as your child’s dental care provider.  
 
Payment for services is required at each appointment, unless prior financial arrangements have been 
made.  Also be aware, the parent bringing the child to the office is responsible for payment, unless other 
arrangements have been made in advance.   
 
We accept American Express, Care Credit, Cash, Debit Cards, Discover, Master Card and Visa.  Outside 
financing for services over $1,000.00 is available through Care Credit. 
 
Because insurance policies vary greatly, we can estimate your coverage in good faith, but cannot 
guarantee it.  Not all services are a covered benefit in all contracts. There are more than 300 insurance 
companies and plans offer different degrees of coverage based on what your employer has chosen for 
you.  As a service to our patients we will be happy to electronically file your primary insurance claim. 
Please allow up to 30 days to receive direct reimbursement from your Insurance company. You must 
provide us with an insurance card and all the information necessary to verify coverage.  We can also 
assist in the completion of secondary insurance forms.  
 
I hereby authorize and direct payment of the dental benefits otherwise payable to me, directly to Dr 
Gregory Kuchtjak. 
 
__________________________________________________________________________________ 
Signature of Parent or Guardian       Date 
 
 
OFFICE AGREEMENT: 
We make every effort to be on time for our patients and ask that you extend the same courtesy to us. 
Once an appointment has been made, that time is reserved specifically for your child.  Please call at least 
48 business hours in advance in the event your child’s appointment must be rescheduled or cancelled.  
Broken appointments prevent others from receiving the dental care they deserve,  we take them 
seriously, so please be considerate and inform us in advance if you need to change your appointment. 
We realize unexpected things can happen, but we ask for your assistance in this regard.  We reserve the 
right to charge a fee for all cancelled or missed appointments without 48 business hours notice. We 
reserve the right to terminate professional treatment of any patient when appointments are not kept. 
 
 
AUTHORIZATION AND RELEASE 
I authorize release of any information relating to my family’s dental claims to my insurance company of 
record during the period of such dental care. 
 
 
_____________________________________________________   _________________________ 
Signature of Parent or Guardian      Date 




