PATIENT REGISTRATION FORM

STATEMENT BILLING INFORMATION SPOUSE INFORMATION

ACCOUNT NAME NAME

ADDRESS

ciTy

STATE zZP

HOW LONG? QRENT JOWN

HM PH. HM PH.

WK PH. EXT. WK PH. EXT.
SS # BIRTH DATE SS # BIRTH DATE
DRIVER'S LICENSE NUMBER DRIVER'S LICENSE NUMBER

EMPLOYER HOW LONG? EMPLOYER HOW LONG?
INSURED INSURED

NAME RELATIONSHIP NAME RELATIONSHIP
EMPLOYER CONTACT EMPLOYER CONTACT
ADDRESS ADDRESS

cITY ciTy

STATE STATE 2P

INSURANCE CO INSURANCE CO

PHONE PHONE

ADDRESS ADDRESS

ciTY ciTy

STATE STATE 2P

PLAN # GROUP # PLAN # GROUP #

UNION # UNION #

OTHER INSURANCE

NAME ADDRESS

CITY STATE 2P

SS # BIRTH DATE CONTACT
EMPLOYER ADDRESS EMP CITY EMP ST EMP ZIP
INSURANCE CO

ADDRESS ciry STATE zP
PLAN # GROUP # UNION #

WHOM MAY WE THANK FOR REFERRING YOU? NAME

OTHER NEAREST RELATIVE NOT LIVING WITH YOU

NAME ADDRESS

CITY STATE zIP PH

A FINANCE CHARGE is imposed on those charges not paid in full within 90 days of the date you were first billed for the charges. The balance on which any
FINANCE CHARGE is computed is determined by totaling the charges not paid within the time period shown below on the front of your billing statement.

Signature

Date




Toto Dental Associates Financial Policy and Agreement

Thank you for choosing us for your dental needs. We are committed to providing you
with excellent care. Our convenient financial arrangements are based on an open and
honest discussion of recommended treatment options, respective fees and patients’
financial capabilities. (please initial each after reading)

Payment
Payment in full is due at the time of service unless prior financial arrangements are

made. We offer several payment options:
e Cash, Checks, Visa, MasterCard, Discover and American Express, Care Credit
» Pre-payment and Cash discounts
« Monthly payment plans in accordance with the office credit guidelines
e Specialty services — 25% deposit is due at the time of appointment scheduling

for all major procedures

Insurance
Our office is committed to helping patients maximize their benefits. Because insurance

policies vary greatly, we can estimate your coverage in good faith, but cannot guarantee
it. As a service to our patients, we will be happy to manage all claim submission and
follow up on your behalf. After your treatment services have been submitted, please
allow up to 45 days to receive your direct reimbursement from your insurance company.
If you have any questions, our courteous staff is always available to answer them.

Minors
Payment for services for the treatment of minors can be made by check, cash or credit

card and is the responsibility of the adult accompanying that minor.

Missed Appointments
Once an appointment has been made, that time is reserved specifically for you. We

reserve the right to charge a fee for all canceled or missed appointments without 24
hours notice.

Service Charges

The policy of this office is to charge 1.25% interest monthly (12% annual percentage
rate) or a billing charge to all accounts over 90 days past due. There will also be a
$35.00 fee for returned checks.

Collection Fees
Fees incurred to collect payment will be billed to and payable by the patient’s account

holder.

Financial Consent
The patient (account holder) agrees to be fully responsible for total payment of treatment

performed in this office.

| understand and agree to this Financial Policy and Agreement

Signature of Patient /responsible party Date



Name____ Birthdate Social Security #

NGO s WD e

Physician Office Phone Date Of Last Exam
Patient Medical History
Yes No Yes No
1. Are you under medical treatment now?............c.coccereerrrenne, 00 9. Are you allergic to or have you had any reaction to the following?
2. Have you ever been hospitalized for any surgical operation Local Anesthetics (e.g., NOVOCAINE) ..........ccoveeeirecenereseesensane 0 0O
or serious illness within the last 5 Years?...........coocooeovcvvvnnes oo PEniCillin Of any Other ANBDIOtICS «................covreerosesssrsssssssorerd 0o o
If yes, please explain
SUIA DIUES.....coeererrceirenreeseesesrenessesiesnersssnsseenesssmsassrenssseensed g O
BarbitUrates. .......c.cepivemmeecrnssrnensnnssenssesnsssssnssessesesessessesssanens O O
3. Are you taking any medication(s) including non-prescription Sedatives s e 0 0O
MEAICINGY ...e.oeeieeeereeiisreeeieseecveteassessesessessssessrasssssssseses 00 OGINE .....eeererereriereneecveenrresresnaessssnesenes reetererreeeensrsaretereaaane i
If yes, what medication(s) are you taking 0
Any Metals (e.g., Nickel, Mercury, 6t€.).......c.cocvveeruerueererreennend O 0O
LateX RUDDET ........coeermmnrecinnrisrssenssesnsssessoseoncssoressenssnionssenss 0O 0
4. Have you ever taken Phen-Fen/Redux? ..........ccccceeevevevecnnnnenn g g Other (please list) _ a o
5. DO you use tohaCCO? ....ccccovvmieenrrircersciriee et
. oo o Memenony
) 10. a) Are you pregnant or think you may be pregnant? ................. 0O 0O
7. Are YOU WEaring COMEAC IBNSES? .....vrvvscvecvsvrcrsnce o0 D) ATE YOU NUISINE? ...oveuerrirrenecrrieesissressessresessesscessesessoned g 0O
8. Do you have or have you had any of the following? c) Are your taking oral contraceptives?........c.ceeuevueierircmseeneeenne ]
Yes No Yes No Yes No
High Blood Pressure........ccoccesrecad o0 Heart Disease..........cvuervrerverrsceens 0o Chest Paif........c.cccorereereerireninncnnans 0o
Heart AACK .......ccceemverenernnerernnens 0O 0 Cardiac Pacemaker................c.ceven. 00 Easily Winded..........cceureireeirnnnennd O 0
Rheumatic Fever...........oovvvervrienees 00 Heart MUMmUL..........cccooeviiennerennend 00 SHOKE....eeveerireerrecneerererressorrrennenes i
Swollen AnKIES .......ccceeiveerreeneerensd 0 0 ANZING o.cvevrereenrene e e 00 Hay Fever/Allergies............ccoeeunend 0O d
Fainting/Seizures ........ccoevevemreceneenes 0o Frequently Tired .......coceverenreinennacd I | TUBEICUIOSIS ....ocomvvaveaererrereeerneranad 0 0
ASHMA .c..ecntreererrnrreveseecrestssesseread a0 ANBIMIA .cueerrerererrarenesneserasseseseend 00 Radiation Therapy........cc..ceveeerennand 0 0
Low Blood Pressure.......c..ceoevrueenens (m N | EMPhYSema .....ccoivvuerenereeenesvessennnd 0O 0 GlaUCOMA..cc.ueerrrecerernerimrsreraerenes 0 0
Epilepsy/ConvulSions ............cv.ee.. 00 CANCEY ...coverrenirserseranerecsnonsnrsssseans 00 Recent Weight LOSS........covuviunnnnnd O O
LEUKEMIA ..veevereceereeecennerenernesens 00 ARBILIS. ...cooveerrieeseeneeneesenreeennnsenns 00 Liver DiSease .......ccoervrernrrersennenad O 0
Diabetes .......coveereererenieerserensieenned o0 Joint Replacement or implant......... 00 Heart Trouble............coceernvreenienencd 0o 0
Kidney Diseases.......ceereeversereecnres 0o Hepatitis/Jaundice............ovrvrrvennn. 0 0 Respiratory Problems..................... 0-0
AIDS or HIV Infection ...........c.c....d (. Sexually Transmitted Disease.........03 (3 Mitral Vaive Prolapse ceeeeeeeenmeeeen 0 0o
Thyroid Problems ...........ccccvvrevnene. ot B ) Stomach Troubles/Ulcers................ 00 Other [
Patient Dental History
Name of Previous Dentist and Location i Date of Last Exam _
Yes No Yes No
Do your gums bleed while brushing or flossing?..........cc..evveen [ B 8. Do you have frequent headaches? .........occeveereeeereermeeneenand O 0
Are your teeth sensitive to hot or cold liquidsfoods?............... - 9. Do you clench or grind your teeth?.........c.cccevrerereeenernenennend 3 0
. Are your teeth sensitive to sweet or sour quuids/fdods? ........... O 0 10. Do you bite your lips or cheeks frequently? ........................ O 0
. Do you feel pain to any of your teeth?..........cccoveereeercvecnnand 0 0 11. Have you ever had any difficult extractions in the past?........ 0O 0O
Do you have any sores or lumps in or near your mouth? ......... O g 12. Have you ever had any prolonged bleeding
. Have you had any head, neck or jaw injuries? ........... — g o following extractions?..........ccccureernverrrernnesnnsessneseeseesend 0O 0O
. Have you ever experienced any of the following problems in your jaw? 13. Have you had any orthodontic treatment?..........ccccerverevereund I |
ClCKINE oeovvieenieiiiiiesiciessrerrseeessnessssescseessarsonsensonsessrssssand 14. Do you wear dentures of partials?.............couiverrersrssivunnnenns g o
Pain (joint, ear, side of faCe).......ccovrrrerrerrerersmseearseesesesseend if yes, date of placement
Difficuity in opening or closing e giv;ﬁuofﬁ,megrﬁf glurgil.’enemstructconsregardmgg O
e 16. Do you like YOUF SMIlE? ......cereeerreeerrererrreerreriiesesnesesessenend g 0O

Tunderstand that I have answered the above to the best of my knowledge, and the information is accurate and correct.

Signature of patient (or parent if minor) , Date



