SIX MONTH SMILES

Cosmetic Braces System

WHAT ASPECTS OF YOUR SMILE WOULD YOU LIKE TO IMPROVE?

— CROWDING/CROOKED TEETH ___JAW JOINT PAIN
— SPACES — MISSING TEETH
____TOOTH SHAPE —_ DARK TEETH
—_TOOTH SIZE ____SPEECH PROBLEMS
__ GUMMY SMILE __ OVERBITE

—_ UNDERBITE ____FACIAL PROFILE
—_ TEETH ARE DIFFERENT COLORS ____UGLY OLD CROWNS
_ OTHER

| AM INTERESTED IM:

__ SIX MONTH SMILES (Short-term orthodonfic freatment)
— TEETH WHITEMING

—_ VENEERS

— OTHER

IS THERE ANYTHING YOU WOULD LIKE THE DENTIST TO KNOW?
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d TO OUR

Thank you fo: trusting us with your dental care.
We promise to do our best to provide you with
the finest care available. If you have any
questions please do not hesitate to call us.

Fatient 8 o
: PRACTICE 55 # o -
= __;fﬁ_?: S Date _ = —
PATIENT INFORMATION
== =rra =
Mame __ Faie Barthdate Home Phane | '
Agdress T || Stata__ s g s
Sex (OM [OF [ Marriad [ Widowed [ Single O mincr
] Saparated [ Orivoreed ] Partnenad lor _ _ yBars

E-mail R o CellPhoma ¥ty  GelProme®d ) S
Employes'Schaal Emplovar'Scheol Phone | ) S =
EmployenSohonl Addrass Ciky Staie Zip o
Spouse or Pament's Name Employar Work Phone | ] .

Whom may wa thank for rafaring you?

Person to contact in casae of BTENNCY

Promna g )

RESPONSIBLE PARTY

—
MName of Parson
Rqspz'n—;hl—'_l tor this Acoont

Andress

Drfvpe's Licanga #

Emgloyar

Mo

Curnznily a patient in cur offica? [[]Yas E-mall _

Relation to Patient

Home Phone | | i

Birthdats Hank et

Work Fhone | I —
Call Phone | I

INSURANCE INFORMATION

Mawmer of Insured

Ralaton to Patisnt o I a3

Bathdoge - Social Security g _ Date Ersloyed

Emploser o i Work Phone 1 SRR e —

Ermployer Address i xy City __ Seaba_ Zip

Ingurance Company + S, Group £ R e Llnicn ar Local # __

Addrass RSN = | T Il B _ Sraba ap

Hiww much is your deductibla? How much have you used? _ Max. Arnual Benedin
ADDITIONAL INSURANCE i

Marme af Insured Aelation o Patient =

Birthdata Social Security # Date Employed ____

Empicyer — Work Phona | ]

Empilayer Addrass ity Stata Zip_ S

Insurance Company Graug i Uinion ar Local @

Address Ciky State dp___

How much & your deductible?

Here much haws you usad?

Max, Anrwal Banafit
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BENT = 'Sm - - - e — e

Raszon lor ioday's visit D of last dental cane

Forrner Dentist = Daga of lasl dental X-rays

Address =

Dnud{f_l!ymhamhdnﬁlamw?ﬂ\mydﬂwﬂﬂm:
(] Bad braath [ Grinding teeth 01 Sensitvity o hot
[ Bleading gums [ Loase teath cr Brokean filings ] Sansgwvity to swests
C Clicking or popping jaw [ Parodonial ireatmesnt [ Sansmyity whan biting
[ Food cobection babwesn the teath ] Sansimvity io cold 1 50omas ar growiths in your mouth

How cfen do you Nass? ; How aften do you brush® o

MEDICAL HISTORY
Phiysecian’s Mama Date of last wsit

Haa you ever takan any of the group of drugs collactively relarmed 1o as “fen-ohen?” Thess inclusa combinaSans af lanimie, Sdipey, Exstin (brand
MAMES of phanterming), Pandimin (fanfuramine) and Racu {dedarduraming). [ Yes [ Mo

Have you had any serious ilnesses or oparations? [ ¥es 1 MNe If vas, describa o
Have yau evar had & blood transfusion? [7] Yes [ Ha I yos, ghve approcimate dates Sy
[Waomant Are you pragnant? [Jes ] Mo Nursing? [l¥as [JMNo Taking bérth carirod pills? [¥es [ Mo
Check |« ) if you have or have had any of the following:

L1 Aramia [ Cargarizal Haart Lagicns ] Hepatitis ] Seariet Fewpr

[ arthritis, Bheumasism L1 Cartigoms Treatments [ Hernia Aepair [ Shorinrass of Braaih

T Anificiad Haart Vatvas 7 Cough, Persistant [ High Bigod Prassura [ Skin Aash

_1 Astifcial Joinis, Pins, st ] Ceuigh up Biood O HviaIDsS [ Stroke

L] Asthma (] Diabsates [J Jaw Pain [ Swedling of Faet or Anklas

] Back Problems [ Epilepsy [ Kidrery Dispase [ Thyroid Protéams

[ Blaeding Abnarmally [ Fainting [ Liver Disease 0 Fobacco Habit

[ Blacd Diszase [ Glawcama L1 Mitral Valve Pralapse [ Tanailitis

] Cancer ] Meadaches ] Pacairaker [ Tuberculasis

_1 Chamical Depandancy (1 Heart Murmiir [ Radistion Treatment O Lcer

[ Chemotharapy ] Heart Pranlams [ Respiratory Disease Mvenareal Dissasa

L] Conidaiory Problems ] Hamophila 1 Aheumalic Fever
List madications you are cumenily taking and the corrslating diagrasis: Allergias:

AUTHORIZATION AND RELEASE

T the best of my knowiedge, the above informalion is compiete and cormect | understand that it is my responsibility so inform my dector if 1, ar my
NG child, ever fave @ changa in heath,

I carify a1 |, andiar my dependantis), hawe insurancs COvErEge with = and assign direcly o
Nama af Inseascs Comparyilos)

Dr. all insurance benafits, if any, otharwise payable to me for services rendered, | understand tat
I arm fnancialy responsile far & charges whether or nat paid by Inswance. | authonza the usa of my signature on At INsUrANcE SUBMISSIONS.

The above-ramaed dantist may wea my health care information and may disclose such information to Me abeve-named Insurance Compary (es) and
thair agants for the purpose of oblaining payment for senvices arvd determining insurance banafits or the banefits payabla for related services. This
carsant wil and whean the cuTant traabment plan is complated or ane year from the date sigred balaw

Swgnalure of Faband, Farent, Guardan or Perscnal Regreseriatie Tt
Flazaa peind nama of Panant, Farers, Guardan of el Heprassmiaie i “Febnonsp © Patlent
Hmkmmmuﬂmarﬂmmmmmmmmm
el T
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The Financial Policy of Kramer Dental PA

Thank you for choosing our office as your dental health care provider. Qur primary respons ibility is to
deliver the best and most comprehensive dental care available. Part of our commitment is your
understanding and responsibility for the payment of your account balance.

Our basic financial policy is the following:

FULL PAYMENT 15 DUE AT THE TIME OF SERVICE UNLESS OTHER ARRANGEMENTS HAVE BEEN
MADE WITH OUR OFFICE MANAGER.

WE ACCEPT CASH, CHECK, VISA or MASTERCARD

ADULY PATIENTS

Adult patients are responsible for full payment at the time of service unless specific arrangements are
made prior to the start of treatment.

MINOR PATIENTS

The adult accompanying a minor and the parents/guardians are responsible for full payment zt time
of service. For unaccompanied minors, non-emergency treatment will be denied unless charges have
been pre-authorized to by Visa/Mastercard or by cash, check at time of service has been varified.

REGARDING INSURANCE

Full payment is required at time of service, we will accept assignment of participating insu ‘ance plans
and will submit dental claims on our patient’s behalf, and we will submit a refund for payrent from
an insurance company back to our patients in a timely fashion. We are not able to pre-de ermine or
bill for insurance benefits only. A pre-treatment estimate will need to be submitted to yoLy insurance
company to determine the schedule of benefits for the services to be rendered.

Your insurance policy is a contract between you and your insurance company; we are n¢t & party to
hat contract. Any insurance claim not settied within 90 days wili be due in full, it's your

responsibility to pay our practice in full for the treatment invoice.

Please be aware that some and perhaps all of the services provided may be non-coverey_services.
You are responsible for the entire balance no matter what the outcoms Is with your ins rance
rovider.
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USUAL AND CUSTOMARY RATES

Our practice is committed to providing the best treatment for our patients and we charge what is
usual and customary for the quality of the treatment that is rendered. You are responsible

for payment regardless of any insurance company’s arbitrary determination of usual and customary
rates. We will do all that is reasonable and proper to have you receive the maximum insurcnce
benefits you are entitled too.

PATIENT RESPONSIBLTY AND ADDITIONAL TERMS

Accounts unpaid after 60 days from day of service are subject to a delinquent fee of $35.00.
Furthermore the unpaid balance is subject to a 1 %% monthly (18% Annual) finance charge. If we
have to submit your unpaid account to a collections process you will be responsible for all charges
our practice incurs; including collection fees, court costs and reasonable attorney’s fees.

MISSED OR LATE APPOINTMENTS/RETURNED CHECKS

Unless appointments are cancelled at least 24 hours in advanced, our policy is to charge for missed
appointments. You will be charged a $50.00 non-refundable fee. Showing up 30 minutes late for a
scheduled, confirmed appointment will carry the same $50.00 non-refundable fee.

Any returned check will carry a $40.00 fee.

Thank you for understanding our Financial Policy. Please let us know if you have any questions or
concerns.

| have read this Financial Policy. | understand and agree to the terms of the Financial Policy of
Kramer Dental PA. A picture ID is also required with your signature.

X Date
Signature of Patient or Parent of Minor Patient

X Date
Signature of Co-Responsible Party




Patients with Insurance

The treatment estimate being presented to you is only an Estimate of what your
insurance is expected to pay towards the following treatment. The estimate is based on
the information provided to us by you and your insurance company. If vour insurance
company does not make the estimated payment, it is solely vour responsibility to make
payment in full to Kramer Dental, P.A. Kramer Dental, P.A. offers insurance claim filing
services as a courlesy to our patients, but ultimately it is a contract between you and your
insurance company.

| ) , have fully read and understand the above
statemnent and understand that I am responsible to pay if my insurance company does not
pay [ur any reason.

(Patient, Guardian or Parents signature) (Dhate)

Authorization for Signature on File

L, , hereby authorize Kramer Dental, P.A. to affix
my name to any and all claims or documents as related to any and all health benefits due
me.

The “Signature on File” will be valid from this date indefinitely foraslong as [ama
patient of record at Kramer Dental, PLA.

Signature Date

Acknowledgement of Receipt of Notice of Privacy Practices

I acknowledge receipt (or read) copy of the current Notice of Privacy Practices on the
date stated below. Privacy Practices is a Federal Law basically stating that all personal
information will only be shared with the insurance company, or other agency, that i3
involved with your healthcare. Personal information will not be shared with those parties
not invalved with your care.

Signature © Date
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