  Chart #:   «Chart»


FOR OFFICE USE ONLY

Patient Information- Child
Patient Name:   
  Date:   10/15/2009

                                 Last,                First        MI     (Preferred Name)

                                                                                   Gender:   
   

Social Security #:   
   Birth Date:    

Phone (Home):   
  (Work: Mom/Dad):   
 Ext:  
  Cell: mom/dad):_______________________

E-mail Address:_______________________________________________

Address:
  


                            Street                                                                                                                                     Apartment #

                          City                                                                              State                                          Zip Code

Please remind me of appointments at: Home (   Work  (   E-mail (   Cell (   No reminder calls please (
Is the patient’s mom or dad in the military? (circle one) Mom:    Yes/No   Dad:   Yes/No

	Previous Dentist:__________________Address:____________________________________________________________

Phone #:________________________Last Dental Visit:______________________________________________________




Health Information
Date of Last Dental Visit:   
  Reason for this visit:  

Have you ever had any of the following?  Please check those that apply:
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	[image: image2.wmf] Allergies __________

	                  __________
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	[image: image29.wmf] Respiratory Problems

	[image: image30.wmf] Rheumatic Fever

	[image: image31.wmf] Rheumatism

	[image: image32.wmf] Sinus Problems

	[image: image33.wmf] Stomach Problems

	[image: image34.wmf] Stroke

	[image: image35.wmf] Tuberculosis

	[image: image36.wmf] Tumors

	[image: image37.wmf] Ulcers

	[image: image38.wmf] Venereal Disease

	[image: image39.wmf] Codeine Allergy

	[image: image40.wmf] Penicillin Allergy

	OTHER:
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( Has the patient ever had any complications following dental treatment?    [image: image43.wmf] Yes  [image: image44.wmf] No

     If yes, please explain: 

( Has the patient been admitted to a hospital or needed emergency care during the past two years?    [image: image45.wmf] Yes  [image: image46.wmf] No

     If yes, please explain: 

( Is the patient now under the care of a physician (specialist or primary care)?    [image: image47.wmf] Yes  [image: image48.wmf] No

     If yes, please explain: 

( Name of Physician: _______________________________________________  Phone: 

( Does the patient have any health problems that need further clarification?    [image: image49.wmf] Yes  [image: image50.wmf] No

     If yes, please explain: 


( Please list all medications the patient is currently taking:

____________________________________________________________________________________________________

____________________________________________________________________________________________________

To the best of my knowledge, all of the preceding answers and information provided are true and correct.  If there are ever any changes in this patient’s health, I will inform the doctors at the next appointment without fail.

_________________________________________________________________  Date: 

   Signature of parent or guardian

Name of person or office referring you to our practice:    

Guardian information (if applicable):
Name:   

                    [image: image51.wmf] Male   [image: image52.wmf] Female                               [image: image53.wmf] Married   [image: image54.wmf] Single   [image: image55.wmf] Other 

Social Security #: ________________________________  Birth Date: 

Phone (Home): ________________ (Work): ________________ Ext: ______  

Address: 


                                  Street                                                                                                     Apartment #                                                                                                    

                                  City                                 State                                                 Zip Code

Employment Information
The following is for:   [image: image56.wmf] the patient                  [image: image57.wmf] guardian

Employer Name:   
  Occupation: 

Address:
  




                                 Street   

                 __________________________________________________________________________________                                                                                                                                                   

               City                                           State                        Zip Code                            Phone

Dental Insurance Information 

Does not apply: (
Primary Insurance
Name of Insured: 
 

                                                           Last                                                            First                                        MI

Insured's Birth Date: _________________ ID #:______________________  Group #: 

Insured's Address: 

                               Street                                            

                               __________________________________________________________________________                 

                               City                                             State                      Zip Code

Insured's Employer Name: 

              Address: 

                              Street  

                              ___________________________________________________________________________          

                              City                                               State                        Zip Code                                                                                                                                                                                                      

Patient's relationship to insured:  [image: image58.wmf] Self   [image: image59.wmf] Spouse   [image: image60.wmf] Child   [image: image61.wmf] Other ___________________

Insurance Plan Name:
  

Secondary Insurance
Name of Insured: ____________________________________________________________________________  

                                                           Last                                                            First                                        MI

Insured's Birth Date: _________________  ID #: _____________________  Group #: 

Insured's Address: 

                               Street   

                                __________________________________________________________________________                                                                                           

                               City                                             State                      Zip Code

Insured's Employer Name: 

              Address: 

                              Street   

                              ___________________________________________________________________________                                                                                         

                             City                                             State                      Zip Code

Patient's relationship to insured:  [image: image62.wmf] Self   [image: image63.wmf] Spouse   [image: image64.wmf] Child   [image: image65.wmf] Other ___________________

Insurance Plan Name and Address:
  

Financial Policy & Consent for Services

1. Estimated patient balances are due in full at the time of service, including co-payments and deductibles. Please check in before appointments and check out after appointments at the front desk. There is a 1 1/2 % finance charge on balances over thirty days from the date services were provided with a $3 minimum billing fee. As a condition of your treatment by this office, financial arrangements must be made in advance.  

2. Most dental insurance plans have a maximum allowance per policy period. Once your insurance is maxed out no additional benefits are allowed for any services including cleanings until your policy renews. We cannot be responsible for tracking each individual insurance maximum so please contact your insurance company for the most updated information.

3. As a service to our patients, we will submit your dental insurance claims provided we have the correct insurance information on file.  This dental office cannot render services on the assumption that our charges will be paid by an insurance company. It is the patient’s responsibility to know their specific healthcare benefits. The agreement of the insurance company to pay for care is a contract between you and the insurance company. It is your responsibility to pay any balance not paid for by your insurance company. We cannot guarantee that an insurance company will pay on a given procedure even when an estimate of benefits has been received. Regardless of the insurance company’s determination of usual and customary fees or payment amounts, you are required to pay the full amounts charged by our office unless we are contracted to write off specified fees according to your insurance explanation of benefits.   Any claim not paid within 60 days of treatment completion is the patient's responsibility. Should this occur we urge you to call your insurer. 

4. All emergency dental services, or any dental services performed without previous financial arrangements, must be paid for with cash or credit card at the time services are performed.

5. The office can only bill for procedures documented in your record. To change a diagnosis or procedure, date or code to secure insurance payments constitutes fraud.

6. Fee estimates for dental care can only be extended for a period of three months from the date of the patient examination. 

7. In divorce cases, the parent who brings a child in for treatment is the responsible party unless another formal agreement is made.

8. CANCELLATION POLICY: There is a $45 fee for appointments cancelled with less than 24 hours notification. This charge will not be covered by insurance, but will have to be paid by you personally prior to receiving additional treatment. Multiple “no show” appointments may result in discharge from our dental practice.

I authorize my insurance benefits to be paid directly to Granby Dental and I authorize Granby Dental to release any information required to process my claims. I agree to be responsible for payment of all services rendered on my behalf or my dependents. I agree to pay all court and/or collection costs, and a reasonable attorney fee on any unpaid balances. 

I have read the above conditions of treatment and payment and agree to their content.

Signature of patient, parent or guardian:​​​ ​​​​​​​​​​                                                          Date: ​​​​​​​​​​                           

