Welcome

Thank you for selecting our dental healthcare team!  We will strive to provide you with the best possible dental care.  To help us meet all your dental healthcare needs, please fill out this form completely in ink.  If you have any questions or are in need of assistance, please ask us-we will be happy to help.

Patient Information (Confidential)

Name________________________________Date of Birth_______________________

Mailing Address_________________________City/State/Zip____________________

Sex____________ Marital Status____________SS#____________________________

Home Phone Number__________________ Cell Number_______________________
Email address________________________________
Patient or Parent/Guardian’s Employer_____________________________________

Business Address_________________________________________________________

Business Phone Number___________________________________________________

Spouse Name______________________Employer______________________________

Business Address_________________________________________________________

Business Phone Number___________________________________________________

Whom May We Thank For Referring You?__________________________________

Person To Contact In Case of An Emergency_________________________________

Responsible Party

Name of Person Responsible for Account_____________________________________

Address________________________________________________________________

Home Phone ______________________ Relationship to Patient__________________

Employer__________________________Work Number________________________

Birthdate____________________________ SS#________________________________

Insurance Information

Name of Insured_______________________Relationship to Patient_______________

Birthdate____________________________ SS#________________________________

Name of Employer_______________________________________________________

Business Phone __________________________________________________________

Insurance Company______________________________Group #_________________

Insurance Company Address_______________________________________________

Insurance Company Phone ________________________________________________

Do you have any additional dental insurance?  Yes ___ No___ If yes, complete the following:

Name of Insured_______________________Relationship to Patient_______________

Birthdate______________________SS#______________________________________

Name of Employer_______________________________________________________

Employer’s Address______________________________________________________

Business Phone __________________________________________________________

Insurance Company__________________________Group#_____________________
Financial Arrangements
For your convenience, we offer the following methods of payment:

Cash

Personal Check

Credit Card (Visa, Mastercard, Discover, CareCredit)

Proof of Insurance

All patients must complete our patient information forms before seeing the doctor.  We must obtain a copy of your driver’s license and current valid insurance card to provide proof of insurance.  If you fail to provide us with the correct insurance information in a timely manner you may be responsible for the balance of a claim.
We will file insurance claims for you on your behalf.  However, your deductible and/or copayments will be due at each appointment.  Knowing your insurance benefits is your responsibility.  Please contact your insurance company with any questions regarding benefits.  
Appointment Policy

A 24 hour notice is required for cancelling or rescheduling appointments.  If two appointments are missed without the required notification, we reserved the right to refuse appointments.

Authorization, Release, and Agreement to Pay for Services Rendered

I hereby authorize the dentist to release any information required in the course of my exam and treatment.

I consent to have dental care rendered to myself (or dependent).

I authorize and hereby request my insurance company to pay directly to the dentist any benefits otherwise payable by me.

Interest may be charged on all accounts, which are 90 days, or more past due at a rate of 1 ½ % per month, annual rate of 18%.  I understand that interest charges will be added to any account that is 90 days or more past due, and hereby agree to pay such charges if levied.  There will be a $2.00 billing fee charged monthly on all accounts past due 60 days and over. The undersigned agrees that the account balance is due, in full, upon receipt of the statement.  If the account is not paid in full within 30 days from the date of the statement is received, the undersigned agrees to be liable for all costs of collection, including attorney’s fees and court costs
X______________________________________________________________________

Signature of Patient or Parent/Guardian if minor

Date

In the event that the doctor is unable to be present during your hygiene appointment under KRS 313.310, with your permission the hygienist may perform hygiene procedures.

X______________________________________________________________________

Signature of Patient of Parent/Guardian if minor


Date

