Royal Dental

PATIENT INFORMATION :

Date

Name

Birthdate

SS#

Address

City .. State Zip . o,
Home Phone Work Phone Cell.Phone::.
Check Box Minor Single, Married/ Male, Female ¥ T R
Person to contact in case of emergency:
Phone
Email

RESPONSIBLE PARTY:

Name of Person Responsible for this Account’
Relationship to patient i 5 :
Address (If different from patient) i L icity State Zip

Home Phone Cell Phone Work Phone

SS# Driver's License # .. Birthdate
Employer -

Email

INSURANCE INFORMATION:

Name of Insured_... Birthdate
Ss# i * . Relationship to Patient

Name and Address of Employer

Insurance Company i Policy/Member ID#

Groi.i[::fj#._ 3 ~-Ins Cq"'i\ddress City State Zip
Do you hé\}e?additi'onal dental insurance? Yes/ No If YES, please complete the following:

Name of Insured Birthdate

SS# Relationship to Patient

Name and Address of Employer

Insurance Company Policy/Member ID#

Group# Ins Co Address City State Zip

To accommodate all of our patients, we are implementing a “cancellation/no show” policy effective immediately. If you do
not give 24 hours’ notice for cancellations, you may be charged a cancellation fee and your appointment may be cancelled.
As a courtesy, we give reminder calls and emails. To hold your appointment, we will need to hear back from you, whether via
phone call or email.
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[PATIENT INFO RMAT[GN

‘Patient Name: : . . Today's Date;
Last First . Mi
Birth Date: ‘
[ HEALTH INFORMATION
Date of Last Dental Visit: Reason for Today’s Visit:
Have you ever had any of the following? Check [4] those that apply:
OJADHD Opiabetes . OHigh Blood Pressure Osickle Cell Anemia
Oallergies: ODizziness OHIv/AIDS OSinus Problems
Oorug/aleohol Addiction  [Jaundice ‘ Osmoker /Tobacco User
Oanemia OJemphysema - OKidney Disease [Ostomach Problems
Oanxiety . Depilepsy OLiver Disease Ostroke ,
OArthritis OExcessive Bleeding OMental Disorders OThyroid Problems
OArtificial Joints OIrainting CNervous Disorders “ DOTuberculosis
OAsthma OGlaucoma . Opracemaker OTumors
OAutism OGrowths OPrenicillin Allergy Ouicers
OBlood Disease [Hay Fever Ocurrently Pregnant: CIVenereal Disease
[IBlood Transfusion OHeadaches Due Date;, Olother:
Ocancer OHead Injuries ORadiation Treatment :
Ocholesterol (high) [OHeart Disease ORespiratory Problems
Ocodeine Allergy CIHeart Murmur CORheumatism
ODepression CIHepatitis A, Bor C [shortness of Breath
Have you ever had any complications following dental treatment? Yes No
If yes, please explain:’
Are you currently having any dental pain or problems? Yes No
If yes, please explain:
Have you been admitted to a hosp:tal or needed emergency care during the past two years'-’ Yes ‘No

" If yes, please explarn.
Are you now under the care of a physician? Yes No

If yes, please explain: i

Name of Physician;
Do you have any health problems that need further clarification? Yes No

If yes, please explain: '
Are you c_urrer;ntl\,(r taking any medications, pills or drugs? - Yes - No

- If yes, list medications: .
Are you allergic to or have you ever experienced any ill effect from a local anesthetic or any drugs?  Yes No

If yes, describe (i.e., rash, itching, difficulty breathing, etc.):

To the best of my krmw!edge all of the preceding answers and information provided are true and correct. Ifi
ever-have a change in my health, | will inform the doctors at the next appointment without fail..

Signature of patient, parent or guardian; Date:

Date:

Doctor’s Signature:



Royal Dental Financial Agreement

Welcome! Thank you for selecting us as your dental health care providers. Our goal i is to provnde you

treatment.

GENERAL:

Ilmlted to: dental fees, surgical procedures, tests, office: procedur dlcétlons and also any other

services not directly provided by the dentist.

VIISSED APPOINTMENTS: . :
In order to serve you better and keep the cost of dental care down we try to maintain an efficient
appointment system. However, our cost of providing care‘increases greatly when people fail to keep
scheduled appointments or cancel at.the last minute. Unless we receive notice of cancellation 24 hours
in advance, you will be charged $35.00‘ Please: help us service you better by keeping scheduled
appointments.

INSURANCE: Please rememher your.insurance policy is a contract between you and your insurance
company. We are not a party to that contract. As a courtesy to you, our office provides certain services,
including pre- treatment estlmate which we send to the insurance company at your request. Itis
physically |mp055|ble for us to ‘have knowledge and keep track of every aspect of your insurance. It is up
to you to contact your insurance company and inquire as to what benefits your employer has
purchased for you. If you have any questions concerning the pre-treatment estimate and/or fees for
semce it: is your responsibility to have these answered prior to treatment to minimize any confusion on
your b‘ehalllf.

Please be'aware that some or perhaps all of the services provided may or may not be covered by your
insurance policy. Any balance is your responsibility whether or not your insurance company pays any
portion.

PAYMENT:

FULL PAYMENT is due at the time of service with or without insurance. If insurance benefits apply,
ESTIMATED PATIENT CO-PAYMENTS and DEDUCTIBLES are due at the time of service, unless other
arrangements are made.




FINANCIAL AGREEMENT:

Patients are expected to pay for our services at the time they are rendered. Our patients who have
dental insurance are expected to pay the amount of their estimated co-pay and deductible at the time
of service. Payments may be made using cash, Visa, American Express, Mastercard and/or Discover. We
also offer CARECREDIT, which is a financing option that is available only for healthcare expenses. We will
mail monthly statements to all patients with an outstanding balance. After 90 days of non-payment
patient accounts will be sent to the collection agency for payment. e

If payment is delinquent, the patient will be responsible for payment of collection, a’c_j:orh’ey;';ff'ées and
court costs associated with the recovery of the monies due on the account. R

| have read, understand and agree to the terms and conditions of this finai-i‘ciél agreement.

Signature:

Date:




Information Release:
Acknowledge of receipt of notice of privacy practices, Autharization teite
and authorization of payment benefits. I've received a copy of Roya Bental's notice of
privacy. practices. | hereby authorize Royal Dental to provide any, i &.company(s),
claim administrator(s) and consulting healthcare professional(s)
health care, payment, treatment, or supplies providedz, This_irforma
exclusively for the purpose of attaining and administer |3ims for:
authorize payment directly to Royal Dental. | agree that a photagopy of

a valid as the original.

Patient Agreement:

| understand and agree that paym
health, dental accident, insurangcé
and myself. [ understand that 1E
forms to-assist me in any collectionifrom my ins; rance:
authorized to be paid'directly to the*ffi :
However, | clearly understand and agreéithat all
directly to me and that | amp 5nsi
In the event my account:balancéis referred

purposes, | agree to py reasanablésattorney's fees and any expenses or costs relating to the
collection proceeding; includingicourtiggsts. In the event that the patient is a minor, | am the
ent and agree that | am responsible for all services

patient and/or guargdian of: aid
" heréin..liinderstand that if [ suspend or terminate anycare and

sonzreferréd in to the previous sentence, any fees, for prafessional

Date:.-

Signatﬁ':f;'é"
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~Cancellation, No- Show, Missed appointment policy:

Here at Royal Dental our office hours are by appointment ONLY and we do value your time. This
office is a general dental office and is not a dental clinic. Your appointment time is reserved for -
you alone. Where appropriate, we prefer to schedule longer appointments so we can complete
as much needed dental treatment as possible during one appointment. We feel thistype of
scheduling will cause minimal disruption to your daily schedule and will provide efficiency in
completing your dental care. When you make an appointment, please make sure that you are
able to keep it as our policy is listed below. This office does call, and e-mail to confirm your
appointments; So please make sure we have a good e-mail and phone number on file. Please
make a note of any dental appointments we have scheduled, in a place where you will be easily
reminded. If you cannot make your appointment, please notify the office within 48 hours to

cancel or make changes to your appointment.

We enforce the three.(3) broken appointment policy meaning that after three broken
appointments we will no longer schedule that patient, any adult/child living in thesame
residence, or any adult responsible for a child’s dental treatment for three (3) months from
the date of the third broken appaintment.. After that if you do not show up you will.be

dismissed from the practice.

As a courtesy, we do see patients on Saturdays and If you schedule a Saturday appointment
and do not show we will not schedule you for another Saturday appointment.

NO EXCEPTIONS.

It is the responsibility of the patient (or parent/guardian, in case of a child) to notify us any
time they will not available for their reserved appointment. However, without confirmation
from you, we will remove your appointment from the schedule and consider it a broken

. appom‘cmen’c if are unable to reach you:

If you have any questions regard:ng our appointment cancellatton palicy, please feel free to
ask the front desk staff. Thank you for your cooperation.

Signature of parent/Legal Guardian:
Date: )




" Royal Dental
Office policy for accomp-anying child:reﬁ in the operatory:

We would like to continue offering the parent/guardian of our patients the privilege
of accompanying their child/children to our child friendly operatory during their
dental visit. To continue this offer we need the parent/guardian to follow these
procedures. '

1.) For the doctor and the staff to focus on your.child’s needs during their
_scheduled treatment with our office, it is necessary to ask that only ONE
adult accompany your child/children eight (8) vears and younger to the
clinical area. This request will help with the doctor’s ability to discuss any

questio'ns or concerns you may have during this time. .

2.) All siblings of patients not scheduled to be seen by the doctor MUSTlemam
in the waiting room with an accompanied adult. Siblings may NOT be | leftin
the waiting room without adult supervision.

3.) Only during exceptional circumstances, May ONE pareﬁt/g‘uardian may be
allowed to stay in the operatory with the patient. Please notify the front desk
prior to being called back for your visit.

4.) Please take a moment to review each of these policies and procedures and
ask our staff for finther explanations of any questions you may have.

Thank you for your cooperation

Signature of parent/guardian:

Date:




Royal Dental '

Authorization for a Guardian Repreéenfaﬁve of a M.inor_

The undersigned, who is the biolégical parent or legal guardiar.l:%fthe minor

, hereby agrees, relinquishesiand é%s'gn

Name of Minor

for the sustenance, maintenance, support-and ot

Parent / Legal‘Guardian must complete this form and sign:

Signature of Parent/guardian Date



