TIME 12:03 PM

DATE 3/5/2009

PATIENT REGISTRATION
ID:

Chart ID:

First Name:

Last Name:

Patient Is:

Middle Initial:

Preferred Name:

Policy Holder
Responsible Party

Responsible Party (if someone other than the patient)
First Name:

Last Name:

Address:

Middle Initial:

Address 2:

City, State, Zip:

Pager:

Home Phone:

Work Phone:

Birth Date:

Ext:

Cellular:

Soc Sec:

Drivers Lic:

Responsible Party is also a Policy Holder for Patient

Primary Insurance Policy Holder

Secondary Insurance Policy Holder

Patient Information
Address:

Address 2:

City:

State / Zip:

Home Phone:
Sex:

Work Phone:
Male
Other

Birth Date:

Pager:
Ext:

Marital Status:

Female
Age:

Married

Cellular:
Single

Divorced

Soc. Sec:

Separated

Widowed

Drivers Lic:
I would like to receive correspondences via e-mail.

E-mail:

Section 3
Referred By:
Additional Comments:

Section 2
Employment Status:

Full Time

Part Time

Retired

Previous Dentist:
Student Status:

Full Time

Part Time

Emergency Contact:

Medicaid ID:

Pref. Dentist:

Employer ID:

Pref. Pharmacy:

Carrier ID:

Pref. Hyg.:

Emergency Contact #:

Primary Insurance Information
Relationship to Insured:

Name of Insured:
Insured Soc. Sec:

Spouse

Child

Other

Self

Spouse

Child

Other

Insured Birth Date:

Employer:

Ins. Company:

Address:

Address:

Address 2:

Address 2:

City,State,Zip:

City,State,Zip:

Rem. Benefits:

Self

.00

Rem. Deduct:

.00

Secondary Insurance Information
Relationship to Insured:

Name of Insured:
Insured Soc. Sec:

Insured Birth Date:

Employer:

Ins. Company:

Address:

Address:

Address 2:

Address 2:

City,State,Zip:

City,State,Zip:

Rem. Benefits:

.00

Rem. Deduct:

.00

Informed Consent for General Dental Procedures
You, the patient, have the right to accept or reject dental treatment recommended by your dentist.
Prior to consenting to treatment, you should carefully consider the anticipated benefits and
commonly known risks of the recommended procedure, alternative treatments, or the option of
no treatment.
Do not consent to treatment unless and until you discuss potential benefits, risks, and
complications with your dentist and all of your questions are answered. By consenting to the
treatment, you are acknowledging your willingness to accept known risks and complications, no
matter how slight the probability of occurrence.
It is very important that you provide your dentist with accurate information before, during, and
after treatment. It is equally important that you follow your dentist’s advice and
recommendations regarding medication, pre and post treatment instructions, referrals to other
dentists or specialists, and return for scheduled appointments. If you fail to follow the advice of
your dentist, you may increase the chances of a poor outcome.
Please read and initial the items below and sign at the bottom of the form.
1. Treatment to be Provided
I understand that during my course of treatment that the following care may be provided:
Examinations
Crowns

Preventative Services
Bridges

Other

Restorations
Patient Initials

2. Drugs and Medications
I understand that antibiotics, analgesics, and other medications can cause allergic reactions
causing redness and swelling of tissues; pain, itching, vomiting, and/or anaphylactic shock
(severe allergic reaction). Patient Initials
3. Changes in Treatment Plan
I understand that during treatment it may be necessary to change or add procedures because of
conditions found while working on the teeth that were not discovered during examination, the
most common being root canal therapy following routine restorative procedures. I give my
permission to the dentist to make any/all changes and additions as necessary. Patient Initials
4. I give permission to the dental office to bill my dental insurance provider for the treatment
provided, if applicable. Patient Initials

Patient Signature

Date

FINANCIAL POLICY
All patients must complete a patient registration form, a health history form and the HIPPA form before seeing the
doctor or hygienist.
PAYMENTS
• Full payment is due at the time services are provided.
• For comprehensive treatment plans requiring multiple visits, Coral Dental Care requires a minimum deposit
of 50% of the total patient portion of fees at the start of treatment.
• Patient is always responsible for any amounts not covered by insurance, regardless of whether the original
estimate included an expected insurance benefit.
• We accept cash, checks, Visa, MasterCard and CareCredit.
PATIENTS WITH A DENTAL PLAN
If you have dental insurance, we ask that you provide us with all of your insurance information prior to your first
appointment. It is important to understand that you actual insurance benefits may differ from the benefits estimated
in your Treatment Plan Estimate. Your dental plan may or may not include benefits for certain services rendered in
this office.
The Treatment Plan Estimate is just that, an estimate based upon the benefit information dictated to us by your
insurance carrier and in no way is a guarantee of benefits. Please understand that your dental plan is a contract
between you and your insurance carrier. You, the patient, are responsible for all the services provided and any
amount not covered by your insurance.
We are happy to assist you in obtaining the allowable benefits and to process the required forms at no charge
despite the time necessary to do so. Claims uncollectible after three months will become the responsibility of the
patient and payable in full. If you have 2 insurance policies, a primary and a secondary, we will submit to the
primary first and then to the secondary after we receive a statement from the primary insurance company, this
process can take between 30-90 days before full payment is received.
CO-PAYMENTS
When we collect co-payments, we are estimating your amount due at the time of service. We try to estimate as
close as possible in order for you not to have any additional payment. However, sometimes our estimates leave a
balance, in which case you will be responsible for the difference. It is not our intention to have you pay any more
than you would owe. If by chance your insurance pays more than we anticipate, we will have no problem
reimbursing you.
MAJOR SERVICES
All fees for major services will be discussed prior to treatment, but may be subject to change at the time of your
appointment. Your proposed treatment plan is given to you prior to your appointment with detailed treatment
explanation; your dental plan estimate and your fees due at the time services are rendered. This proposed
treatment plan must be signed before any services are rendered.
FINANCIAL
• A monthly interest charge of 1.5% will be included on accounts that are overdue.
• Any expense incurred from returned checks is your responsibility and will be added to your account
balance.
• You will be responsible for an additional 40% of your balance for collection fees incurred.
We encourage you to discuss any financial concerns that you may have so that we may assist you in the effective
management of your account.
I have read, understand and agree to the financial policy described above.

Signature of Patient, Parent or Guardian

Date

Appointment Cancellation Policy
We understand that unplanned issues can come up and you may need to cancel
an appointment. If this happens, we respectfully ask that you do give us at least
48 hour notice.

Our doctor and hygienist want to be available for your needs and the needs of all
our patients. When a patient does not show up for a scheduled appointment,
other patients lose an opportunity to be seen. Although we have always had a
cancellation policy, circumstances have caused us to have to enforce the policy
and charge for no-show appointment and those not cancelled within 48 hours. As
of Monday June 1 , 2015 there will be a fee of $75 charged to any person who
does not give 48 hour notice or no-shows for a scheduled appointment.
Thank you for being a valued patient and for your understanding and cooperation
with us as we enforce this policy.

___________________________________
Patient name

___________________________________
Patient signature

____________________
Date

