[

First Name;

Patient Is:| | Policy Holder

— Responsible Party ( if someone other than the patient )

First Mame:
Address:
City, State, Zip:

Home Phone:

Birth Dhate:

iRespmsib]e Party is also a Policy Holder for Patient

PATIENT REGISTRATION
Chart D
Last Mame;

| Responsible Party Preferred Name:

Middle Initial:

Last Name:
Address 2

Waork Phone; Ext:

Soo Se;

| | Primary Insurance Policy Holder

Dreivers Lic:

Middle Initial:

Pager:
Cellular:

|| Secondary Insurance Policy Holder

— Patient Information

Address;
City:
Home Phone;

Sex:| | Male

Birth Drate:

E-mail;

Employment | | gyl Time

Student Status: |
Medicaid 1D:
Emplover 1D:

Carrier 1D:

| Full Time

Address 2;
State / Zip:
Work Phone: Ext:
Marital Stagus:| | Married | Single
Ape: Soc Sec:

| Female

|| Divorced

Dirivers Lic:

| Twould like o receive correspondences via e-mail.

Section 2
| Purt Time [ Retired
| Part Time

Pref. Dentist:

Pref. Fharmacy:

Pref. Hyg:

Emergency Contact
Care Credit Mumber
Emergency Contact #
credit card #

Cell phone #

Pager:
Cellular:

| |Separated | | Widowed

Section 3

o Primary Insurance Information

Mame of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:

City, State, Zip:
Rem. Benefits:

Relationship to Insured: || Self

Insured Birth Drate:
Ins. Company;
Address;
Address 2-
City, State, £ip:
Ren. Deduct:

[ Spouse |

IChild | |Oher

——— Secondary Insurance Information

Mame of Insured:
Insured Soc. Sec:
Employer.
Address:
Address 2

City, State. Zip:

Rem. Benefits;

Relationship to Insured: | | Self

Insured Birth Date:
Ins, Company:
Address:
Address 2
City, State, Lip:

Fem. Deduct:

__|Spause

|Child | |Crther




Reinscker Dental LLC
MEDICAL HISTORY
Birth Disbet

Patent Mamei Date Craated:

Although dental persannel primatily freat the ares in and around your mouth, your mouth is & part of vour entire bady, Health probiems that you may have, or medication that you may be
taking, could have an important interrelationship with the dentistry vou will recenve. Thank you for answering the following gquestions,

Areyou under & physician’s care now? Yes Mo if yas
Have you ever been hospitafized orhad a major oparation? | Yes Mo 1F yims
Hawe you ever had & sérious head or nack Injury? Yes Ma If yes
&reyou taking army madications, pills, ar druga? Yer | i Na If yas
Do you take, or have vou taken, Phen-Fen or Redu? Yes | No If yas
Have you ever taken Fosamax, Soniva, Actonel ar amy other e e IFyes
medicabions containing bisphosphonates?
Are you on & special diet? Yea He
Do you use tobacoo? Vs o Ma
Women: e You,..
Pregoant/Trying to get pregnant? Nursing? Taking oral contraceptives?
Arm you alargic to any of the folavang?
Aspirn Penlgillin Codeine Agryile
" Metal Lakex Sulfa Dnags Local Anzsthetios
Do youusecontrolled substences? s e If ves
Other? IF yeg
Do yow have, or have vou had, sny of the following?
LIDEMIV Positive s Bo Cortisone Medidre Yes Mo Hemaophils ¥es Mo Radiation Treatmants Yes Tag
Alzheimer's Dissace L= Mo Diabwtes ki Ho Hepatibs 4 Yex Mo Recent Welght Loss ez Mo
anaphylaxis Yos Pl Drug &ddiction Yes Mo Hepatitis Borc Yes (] Renal Dlalysis Ves Mo
Anamiz Yes Ma Easily Winded Tes Mo Herpes Yes Mo Bheumatic Fevear Yes Mo
Sngina Yas Mo Emphysema Yes Ha High Blood Pressure Tax Mo Rhaumatism Yau Mo
Arthritis/Gos Yes Mo |Epllepsy orSsizures Yes  Ma |HighCholester| tes Mo | Scarlet Fewver Yes  Bo
Artificisl HeartWalve Yoz Mo Extessive Bleading g Mo | Hives or Rash Frma Mo Shingles Yes (']
Artificial Jort Tes No | Excessive Thirst Yeu Mo | Hypoglycema Yeas Mo | Sickle Cell Digease Yes No
Asthma fas Mo |Fainting Spells/Dizseess Mo | Breguler Hearthest Tes Mo | Sieus Troubls Yes - Ng
Blood Disssse feg Mo Frequent Cough o Mo Kidney Prablems Yeg Mo Spina Bifide Yms Mo
Bload Transfusion Vs Mo Frequent Diarrhaa Mo Leukemin Yeg Mo Stomach/Intestinal D seass s ]
Breathing Problems img Ms  |FrequentHesdaches Tes Mo |[LiverDizesss B | Sroke fes o
Brulse Easlly L No | Genital Hempes fas Mo |LkowSleod Prassue s Mo | Swelling of Limbs Yes Ha
Canger Yemg Nog Glaucama g Mo Lung Disease o Thyrold Disesse Ha
Chemotherapy ‘Yes Ko |Hay Fevar Yes No | Mitral Valve Prolepse Yes Mo | Tensilits Va5 Ha
Chest Pains fi=3 Mo Heart Attack Fallume Y5 ] Osteapoross i1 Mo Tuberculosis [204]
Cold Sores/Fever Blisters fas Mo | =eart Murmur g Mo | Painin Jaw Joints Yas Mo | Tumars or Growthe Tes Mo
Congenital Hesrt Disomder e o Heart Facemakar Yas Mo Parathyroid Disesce Y Mo Ulcers Mo
Convulsions fes Mo | Heart TroublefDis ease &g Mo |Psychiatric Care fag Mo |Vensrasl Disease Yag Mo
Yallow Jaundice Yes Mo | GERD/Refiu Tes o
Haveyou evear had any serious illness notlisted above? Yas [ If yes

Comirerite:

To the bast of my knawledge, the questons on this form have been accurately answered, Tunderstand that providing incarrect infarmation can be dangerous tomy {or patient's) heatth, Itis my
responsbility to inform the dental affice of any dhanges in medical status,

Signatune of Patient, Parent or Guardians

x Date:



REINECKER DENTAL GROUP

~ERED 2 .—_ SR ACTIE MERMTICTO
GENERAL AND COSMETIC DENTISTRY

Knowing Your Insurance Coverage

Reinecker Dental Group is committed to providing our patients with excellent dental
care to ensure good overall health. We are happy to work with your dental insurance,
should you have it. The following is to help better serve you.

With the multitude of insurance companies and different policies within each one, it is
imperative for you, as the patient, to know and understand your dental coverage.
Reinecker Dental Group may look into your insurance as a courtesy and provide you
with any available information we may find.

In the end, educating yourself about your insurance benefits ensures that you will not
be unexpectedly billed for services you have received from our office.

As always, we will do our best to assist with any service and insurance related questions.
Thank you for your support, understanding and cooperation.

Sincerely,

Reinecker Dental Groap

By signing below, | agree that | understand my insurance plan coverage and that | will be
responsible for any services/fees that my plan does not cover.

Signature Date



REINECKER DENTAL GROUP

GENERAL AND COSMETIC DENTISTRY

Written Financial Policy

Thank you for choosing Reinecker Dental Group for your dental care! Our mission is to exceed
the expectations of our community and patients, providing them with the proper education, caring
nature and dental treatment everyone deserves. We understand an important part of the goal is making
the financial aspect of one’s optimal care as easy and manageable as possible. Therefore, we offer
several payment options:

s Cash, check, credit cards
= Convenient Monthly Payment Plans with CareCredit®
o Nointerest for 12 months (application/qualification necessary)
o No annual fees or pre-payment penalties
o Allows you to pay over time
* Treatment plans that require 2 or more appointments may qualify for alternate payment
arrangements at the discretion of Reinecker Dental Group.

At Reinecker Dental Group, we provide our patients with exceptional treatment in good faith that full
payment will be received at the completion of such treatment. Should you decide to discontinue
treatment prior to completion, your refund will be determined upon review of the case.

For patients with dental insurance, we are happy to work with your carrier to maximize your benefits.
We will directly bill your insurance company for re-imbursement of treatment. Subsequently, you are
responsible for any deductible and co-insurance you may have at time of service.

If you have any questions, please do not hesitate to askl We are here to make your dental experience as
comfortable and easy as possible!

By signing below, | agree that am financially responsible for all services/fees incurred to my account.

Signature Date

# A 540,00 charge will be applied for all returned checks
# A 550.00 charge will be applied to a patient who misses or cancels more than 2 appointments in a calendar year
without 24 hour notice.




