PATIENT INFORMATION

Welcome to our office.  We appreciate the confidence you place with us to provide dental services.  To assist us in serving you, please complete the following forms.  The information provided on these forms are important to your dental health.  If there have been any changes in your health, please tell us.  If you have any questions, don’t hesitate to ask.

Patient name:______________________________________  Name you prefer to be called: ___________________________

Residence:___________________________________ City:____________________ State:_________ Zip:________________

Billing address (if different):__________________________ City:__________________ State:________ Zip:_____________

Home Phone:_________________________ Work Phone:_______________________ Cell Phone:______________________

Birthdate:_______________  Age:__________  Soc Sec #_______________________  E-mail:_________________________

Employer/Occupation:__________________________________ Address:__________________________________________

Spouse’s name:_____________________________________ 
Spouse’s phone:______________________________________

Emergency contact person:__________________________________________ 
Phone:_______________________________

Previous dentist:___________________________________
 Reason for leaving:___________________________________

How did you hear about our office? Friend/relative name_______________________ Yellow pages_______ Other__________

PLEASE COMPLETE ONE SECTION FOR EACH INSURANCE YOU WANT US TO BILL

_____________________________________________________________________________________Primary Insurance Information

Subscriber’s name:________________________________________   
Birthdate:____________________________________

Subscriber’s Residence:____________________________________   
Phone:_______________________________________

Subscribers Employer:______________________________________  
SSN#:_______________________________________

Name of insurance company:________________________________  
 Phone:______________________________________

Address of insurance co:________________________________  City:_________________State:________Zip:____________

Group/policy #:______________________
Patient’s relationship to subscriber: Self_____Spouse_____Child_____Other____

Secondary Insurance Information

Subscriber’s name:________________________________________   Birthdate:_____________________________________

Subscriber’s Residence:____________________________________   Phone:_______________________________________

Subscriber’s Employer:____________________________________   SSN#:________________________________________

Name of insurance company:________________________________   Phone:_______________________________________

Address of insurance co:_______________________________  City:___________________State:________Zip:___________

Group/policy #:____________________
Patient’s relationship to subscriber: Self_____Spouse_____Child_____Other____

ASSIGNMENT & RELEASE

I authorize the dentist or insurance company to release any information required for payment or review of my (or my dependent’s) claim (s).  I hereby authorize my insurance benefits to be paid directly to the dentist and I am financially responsible for any balance due.

Signature:________________________________________________
Date:________________________________________

***PLEASE SEE REVERSE***

INFORMATION ABOUT YOUR DENTAL INVESTMENT

We feel strongly that our patients deserve the best possible care we can provide.  In an effort to provide and maintain that high quality care, we would like to share some information with you about financing your dental care.  Our hope is that by providing you the following information we can prevent misunderstandings and that you will be comfortable discussing financial and insurance matters with us.  We urge you to consult with us if you have any questions regarding our fees and/or services.

1. At each visit we ask that you make full payment unless other arrangements have been made.  If you have dental insurance, we ask that you pay that portion which your insurance does not pay.

2. Cash, Personal Check, Visa, MasterCard, Discover, American Express & Care Credit may be used for payment of your account.

3. Senior citizens will be given a 5% courtesy adjustment for any dental service provided.

4. A 5% cash courtesy adjustment will be given if you pay 100% of your treatment on the date of service with cash or check.
5. Outstanding account balances are due in full within 30 days of service unless other arrangements have been made.  A finance charge of 1.5% per month (18% per year) will be assessed to balances over 30 days past due regardless of pending insurance coverage.  We encourage you to check with your insurance company if they have not made payment within 30 days of your treatment date.

6. Many patients are under the impression that if they have insurance coverage, it is the insurance company who owes the provider for services rendered.  The insurance contract is between the patient and the insurance company.  Therefore, the patient is responsible for all account balances regardless of any insurance benefit.  We are experts in insurance processing and will be happy to bill your insurance for you.  Please be sure to provide us correct and complete information so we may process your claim in an accurate and timely manner.

7. Many insurance plans state that provided services will be covered for 50%, 80% or even 100%.  We have found that many plans cover less depending upon the plans established “usual and customary fees”.  The benefits paid by your plan are largely determined by how much your employer/union paid for the plan.  Please be aware that insurance companies will pay a claim percentage based on their  “usual and customary” fees, and not our actual fees.  Thus, your insurance coverage may be less than you expected.  We encourage you to be familiar with your plan benefits.

8. The parent that brings a minor in for treatment and signs below as guarantor is responsible for payment of services rendered.  Our office does not recognize agreements  between parents accepting or denying financial responsibility for dental fees.

9. Delinquent accounts will be referred to collection at the discretion of the office manager.  There will be a $20.00 collection processing charge for those accounts referred to collection.  There is a $20.00 charge for checks returned for non-sufficient funds.  
10. We reserve the right to charge a broken appointment/late cancellation fee of $50.00 per hour changed or broken by patients with less than 48 hours notice.

I understand the terms and conditions as stated above and accept full financial responsibility for any treatment rendered.

Signed:__________________________________________
Date:__________________________

