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Financial Policv

All patients must complete our Information and Insurance form before seeing the doctor.

Thank youfor choosing us as your dental care provider. We are committed to your treatment
being successful. Please understand that payment of your bill is considered a part of your
treatment. The following is a statement of our Financial Policy. This form must be signed prior
to any treatment.

*Estimated patient portions are due at the time of service.
*We Accept Cash, Check, Visa, MasterCard

REGARDING INSURANCE

A) Your Insurance and You: Your insurance policy is a contract between you and your insurance
company. [4/e are not a party to that contract. Lfie will accept assignment of insurance benefits,
however, we do require 50% of operative charges to be paidfor at the time of sentice. The
balance is your responsibility whether your insurance company pays or not.

B) (Isual and Customary Rates: Our practice is committed to providing the best treatmentfor
our patients and we charge what is usual and customary for our areo. You are responsible for
payment regardless of any insurance company's arbitrary determination of usual and customary
rates.

FAILED APPOII{TMENTS

Unless canceled, at least 24 hours in advance, our policy is to charge for failed appointments at
the rate of an ffice visit. Please help us setne all of our patients better by keeping your
appointment.

Thank you, for understanding our Financial Policy. Please let us know ,f yo, have questions or
concerns.

I have read the Financial Policy. I understand and agree to this Financial Policy.

X
Signature of P atient/Resp onsibl e P arty Date
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PATIENT NUMBER

Patient's Name
Last

lf Child: Parent's Name

How do you wish to be addressed
Single tr Married tr Separated tr Divorced O Widowed tr Minor tr Employee Name

Residence - Street

State- Zip

Business Address

Telephone: Res. Bus.

Fax Cell Phone #

eMail

Patient/Parent Employed By

Present Position

How Long Held

Spouse/Parent Name

Spouse Employed By

Present Position

How Long Held

Who is Responsible for this account

Drivers License No.

Method of Paymenfi Insurance E Cash tr Credit Card tr

Purpose of Call

Other Family Members in this Practice

Whom may we thank for this refenal

PatienUparent Social Security No.

Spouse/Parent Social Security No.

Someonetonoti fyincaseofemergencynot| ivingwithy0u-

Age- Date

Date of Birth - tr Male I Female

Date of Birth
Relationship to patient
Employer Name
Name of Insurance Co.
Address

Telephone
Program or policy #
SocialSecurig No.
Union Local or Group

Employee Name
Relationship to patient
Employer Name
Name of Insurance Co.
Address

Telephone
Program or policy #
Social Security No.
Union Local or Group

c01,lsEilT:
I consent to the diagnostic procedures and treatment by the dentist necessary for
proper dental care. 

-

I consent to the dentist's use and disclosure of my records (or my child's records) to
carry out treatment, to obtain payment, and for those activities and health care oper-
ations that are related to treatment or payment.
I consent to the disclosure of my records (or my child's records) to the following per-
sons who are involved in my care (or my child's care) or payment for that care.

Yrs.

City

Yrs.

My consent to disclosure of records shall be effective until I revoke it in writing.
I authorize oavment directlv to the dentist or dental qrouo of insurance benefits other-
wise payable [o me. I understand that my dental cai'e iniurance carrier or payor of
my dental benefits may pay less than the actual bill for services, and that I am finan-
cially responsible for payment in full of all accounts. By signing this statement, I
revoke all previous agre'ements to the contrary and agree to be responsible for pay-
ment of services not paid, by my dental care payor.
I attest to the accuracy of the information on this page.

PATIENTS OR GUARDIAN'S SIGNATURE

Date of Birth

Form No. Tl lOR REGISTRATION



@ 2001 Wisconsin Dental Association
(800) 243-4675

PATIENT NUMBER

Patient's Name

Parent's Guardian's Name

DENTAL HISTORY - CIRCLE THE APPROPRIATE ANSWER
1.  l s th i syourch i ld ' s f i r s tv i s i t toaden t i s t?  . . .  . . . . . . yES N0
2. lf not, how long since the last visit to the dentist?
3. Were any x-rays or radiographs taken when your child previously visited the dentist? . . .YES NO
4. Does your child eat between meals? . . . . . .yES NO
5. Does your child eat sweets, such as candy, soda pop, chewing gum? . . . .yES NO
6. When does your child brush his/her teeth?

D Upon arising ff After eating any food D Right after meals D Before going to bed
7. How does your child receive Fluoride?

Q 9.orr.rnity water level____ ppm O Well water level____ ppm
D Fluoride drops or tablets J Fluoride rinse or gel

8. Have any cavities been noted in the past? . . . . . . .yES
I Does your child suck his/her thumb or fingers? . . . .yES
10. Were any teeth (baby or permanent) removed by extraction? . . . . .yES

Was it suggested that the space be maintained . . .yES
Was an appliance placed . . .yES

11. Have there been any injuries to teeth, such as falls, blows, chips, etc? . . .yES NO
lf so describe

12. Has your child had any problem with dental treatment in the past? . . . . . .yES No
13. Has anyone in the family, including parents, had orthodontics? . . .yES NO
14. Has your child ever received a local anesthetic? . . .yES N0'15. Has your child ever had occlusal sealants? .yES NO
16. Does your child think there is anything wrong with his/her teeth? . .yES N0
MEDICAL HISTORY
1. Does your child have a health problem? . . .yES N0
2. ls your child under care of physician? . . . . .yES NO

lf yes, since when and why?
Name of physician
ls your child receiving any medication?
What?
ls your child allergic to penicill in, antibiotics or other drugs? .  .  . .YES
ls your child allergic to or sensitive to any metals or latex? . . . . . . .YES
Does your child have other allergies?
Has your child had any serious illness? . . . YES
When What

11. ls surgery contemplated? . . .YES N0
12. Does your child experience severe or prolongated bleeding? . . . . .YES N0
13.  Doesyourchi ld  haveA|DS orhas he/shetested HlVposi t ive? . . . .  . . . . .YES N0
14. Has your child tested positive for hepatitis? . . . . . . .YES NO
15. ls your child subject to nervous disorders? .YES N0

lJ Fainting? A Seizures? C Dizziness? D Behavioral/Learning problems?
16. Does your child have frequent headaches? . . ... . .YES N0
17. Has your child had history of: (Circle appropriate responses) diabetes, hearttrouble, asthma,

kidney infection, rheumatic fever, epilepsy, cerebral palsy, liver problems, congenital birth defects,
mental retardation, eyesight problems, cancer, infections, speech impairments, hearing loss.

I CERTIFY THAT THE ABOVE INFORMATION IS COMPLETE AND ACCURATE.
PATIENT'S / GUARDIAN'S SIGNATURE

DENTIST'S SIGNATURE

Date of Blrth

NO
NO
NO
NO
NO

3.
4.

5.
6.
7.
B.

NO

NO
NO
NO
NO

NO
NO

DATE

DATE

H cHtLD DENTAL MEDT.AL HrsroRY

COMMENTS




