Patient Information

Patient Name:

Date:
Last First Mi
OMale O Female O Married O Single Ochid O Other Birth Date:
Social Security #: Driver's Lic#:
Phone (Home): (Cell): (Work): Ext:
Address:
Street Apartment #
City State Zip Code
Emergency Contact: Phone
How were you referred to our office?
Spouse or Responsibie Party Information
Name: Relationship to patient:
Social Security #: Birth Date:
Phone (Home): (Work): Ext: Best time to call:
Address:
Street Apartment #
City State Zip Code
Primary Insurance:
Insurance Plan: ID#: Group#:
Address:
Street City State Zip Code
Employer Name:
Address:
Street City State Zip Code
Patient's relationship to insured: 0 Self I Spouse [ Child O Other,
Secondary Insurance:
Insurance Plan: ID#: Group#:
Address:
Street City State Zip Code
Employer Name:
Address:
Street City State Zip Code
Patient's relationship to insured: [ Self [ Spouse O Child O Other
| Health Information
| Please check those that apply: Date of Last Dental Visit:
OAIDS [ Dizziness/Fainting O Liver Disease O stroke
O Allergies O Endocarditis 00 Mental Disorders O Tuberculosis
- 0 Epilepsy O Mitral Valve Prolapse O Tumors
O penicillin Allergy O Excessive Bleeding O Nervous Disorders O Ulcers
| O Latex Allergy O Glaucoma O Pacemaker O Venereal Disease
| [ Codeine Allergy 0O Head Injuries O Current Pregnancy OTHER:
| O Anemia [J Heart Disease Duedate,_____ O
CJ Arthritis [ Heart Transplant [ Radiation Treatment
O Artificial Joints O Heart Murmur 0 Respiratory Problems O
[ Asthma O Hepatitis ABCDE [J Rheumatic Fever
[ Blood Disease [ High Blood Pressure O Rheumatism
O Cancer O Jaundice O Sinus Problems
O Diabetes [ Kidney Disease 0 stomach Problems

« Do you have any health problems that need further clarification? O Yes O No

If yes, please explain:

e — "ot i



¢ Have you ever had any complications folléwing dental treatment? 0O Yes O No
If yes, please explain:

* Have you been admitted to a hospital or needed emergency care during the past two years? [Yes ONo
If yes, please explain:

¢ Are you taking any MEDICATIONS? [IYes O No
Please list:

* Are you under the care of a physician? [Yes CINo If yes, please explain:

e Name of Physician: Phone:

To the best of my knowledge, all of the preceding answers and information provided are true and correct. If | ever have any change in my health, | will
inform the doctors at the next appointment without fail. 5

Assignment of Benefits
I agree to be responsible for all charges for dental services and materials not paid by my dental benefit plan, unless prohibited by law, or the treating
dentist or dental practice has a contractual agreement with my plan prohibiting all or a portion of such charges. To the extent permitted by law, | consent
to your use and disclosure of my protected health information to carry out payment activities in connection with my claims. | hereby authorize and direct

payment of the dental benefits otherwise payable to me, directly to N K'Y FAMI LY DENTISTRY,

Signature of Insured: Date:

Financial Policy
Payment for services are due at the time service is rendered. We accept cash, personal checks, MasterCard, Visa, and American Express. Anticipation
of benefits from insurance expected is clearly an estimate. Your estimated co-payment is due at the time your dental treatment is rendered. 1) Your
insurance policy is a contract between you, your employer, and the insurance company. We are NOT a party to that contract. Our financial relationship
is with you, not your insurance company. 2) All charges are your responsibility whether your insurance company pays or not. Note that not all services
are covered benefits in all contracts. 3) If your insurance company does not pay your balance in full within 45 days, we will require you to pay the
balance due. 4) Accounts over 30 days past due will have an accrued service fee at the rate of 1.5% per month, or 18% annually. If an unforeseen
situation should arise that prevents you from making payment in a timely manner, please contact our office. 5) Returned checks will have an additional
fee, currently $30, added to the amount of the returned check. 6) Please help us| serve you better by keeping your scheduled appointment. A 24-hour
notice is required if you need to cancel an appointment. An appointment not cancelled will be considered a no show and charged at the rate
of an office visit, currently $50. Multiple missed or non-cancelled appointments may result in dismissal from the practice. 7) Small children are not
allowed in the treatment rooms while a patient is being treated. OSHA regulation established this for their safety as well as yours.

Signature: _ Date:

Acknowledgement of Privacy Practices
By signing below, | acknowledge that | have reviewed a copy of the Dental Health Professional's Notice of Privacy Practices.

Print Name:

Signature: Date:

4

Please list family members who are also patients of this practice:

Consent for Services

¢ As a condition of your treatment by this office, financial arrangements must be|made in advance. The practice depends upon reimbursement from the
patients for the costs incurred in their care and financial responsibility on the part of each patient must be determined before treatment.

» All emergency dental services, or any dental services performed without previeus financial arrangements, must be paid for in cash at the time services
are performed. |

» Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and that he or she is personally
responsible for payment of all dental services. This office will help prepare the patients insurance forms or assist in making collections from insurance
companies and will credit any such collections to the patient's account. However, this dental office cannot render services on the assumption that our
charges will be paid by an insurance company.

« | understand that the fee estimate listed for this dental care can only be extended for a period of six months from the date of the patient examination.

¢ In consideration for the professional services rendered to me, or at my request, by the Doctor, | agree to pay therefore the reasonable value of said
services to said Doctor, or his assignee, at the time said services are rendered, or within five (5) days of billing if credit shall be extended. | further
agree that the reasonable value of said services shall be as billed unless objected to, by me, in writing, within the time for payment thereof. | further
agree that a waiver of any breach of any time or condition hereunder shall not constitute a waiver of any further term or condition and | further agree to
pay all costs and reasonable attorney fees if suit were instituted hereunder.

| grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related to this form.
I have read the above conditions of treatment and payment and agree to their content.

Date: Relationship to Patient:

Signature of patient, parent or guardian

Date: Relationship to Patient:

Signature of guarantor of payment/responsible party




Written Financial Policy

Thank you for choosing NKY Family Dentistry. Our primary mission is to deliver the best and most
comprehensive dental care available. An important part of the mission is making the cost of dental care
as easy and manageable for our patients as possible by offering these payment options.

PAYMENT OPTIONS:

You can choose from the following:

-Cash, check 6r any major credit card excluding Discover

-No interest payment plans from Care Credit with 6, 12, or 18 month options.

Please note:

All charges are your responsibility whether your insurance company pays or not. Not all services are
covered benefits in all contracts. Some insurance companies arbitrarily select certain services they will

not cover. Fees for these services along with unpaid deductibles and co-payments are due at time of
treatment.

-Accounts over 30 days past due will have accrued service fee at the rate of 1.5% per month.

NKY Family Dentistry requires payment prior to the completion of your treatment. If you choose to
discontinue care before treatment is complete, you will receive a refund less the cost of care received.

We accept payments divided into how many appointments your treatment will require.

For patients with dental insurance we are happy to work with your insurance carrier directly and bill
them for services rendered.

A fee of $50 is charged for patients who miss or cancel without a 24-hour notice.
NKY Family Dentistry charges $30 for returned checks.

If you have any questions, please do not hesitate to ask. We are here to help you get the dental care you
want or need.

Patient, Parent or Guardian Signature Date




