
DANVILLE DENTAL DISCOUNT CLUB 

By signing this agreement, I acknowledge I have been furnished information about the 

Danville Dental Discount Club regarding: 

 The annual membership fee, 

 The charges I am responsible for and when payments are expected, 

 Options for payment, 

 Included and excluded services,  

 The schedule of discounts. 

 

 I have been informed of and understand the following: 

 The membership fee provides coverage for a period of twelve (12) months and must be 

renewed for benefits to continue; 

 Should my membership expire for a period of thirty (30) days or more, there will be a 

$15 reactivation fee for renewal; 

 I may choose to have my membership renew automatically. The membership fee will 

be added to my account and billed in a monthly statement; 

  Treatment that was begun prior to joining the Danville Dental Discount Club is not 

eligible for discounts under this plan; 

 Discounts offered by this plan take the place of any other discounts offered by Danville 

Dental Associates for payment on the date of service. 

 

(        ) By checking this box, I agree to allow Danville Dental Associates to renew my Discount 

Club membership upon expiration by adding the membership fee to my account balance and 

billing me in the next monthly statement. I understand I will not be eligible for benefits under 

the Discount Club plan until the membership fee has been paid in full. 

I have read and understand the terms of the Danville Dental Discount Club. 

 
________________________________________________________ 
Patient’s Printed Name 
 
 
 
________________________________________________________  _________________ 
Signature of the Patient or the Responsible Party for the Patient       Today’s Date 
 
 
__________________________________  ___________________________________ 
Date Discount Plan Coverage Is Effective      Date Discount Plan Coverage Expires 
           


