GARY F. WOERZ, D.M.D.                      DATE _____/_____/_____                        FORM APRIVATE 

════════════════════════════════════════════════════════════════
THE ANSWERS TO THE FOLLOWING QUESTIONS ARE FOR OUR RECORDS ONLY AND WILL BE KEPT CONFIDENTIAL:

PATIENT REGISTRATION FORM
NAME __________________________________________________________ BIRTHDATE ____/____/____  AGE ____

                              (LAST)                                  (FIRST)                                     (MIDDLE)

STREET  ​​​​_____________________________________    CITY  ​​​​___________________   STATE ​​​_____   ZIP ​​​​_________

HOME PHONE # _________________________      CELL PHONE # ___________________________  
BUSINESS PHONE # ________________________             OCCUPATION/EMPLOYER ____________________________________

SOCIAL SECURITY NUMBER ________________________________                                       SEX            M   F                                    

RESPONSIBLE PARENT'S NAME (IF PATIENT IS A MINOR) ________________________________________________

FULL TIME STUDENT?   YES   NO    SCHOOL ______________________________ CITY ________________________

PREFERRED APPOINTMENT TIMES ___________________________________________________________________

PREVIOUS DENTIST _______________________________ APPROXIMATE DATE OF LAST DENTAL EXAM __________

               REFERRED TO OUR OFFICE BY _____________________________________________

PRIVATE 
Office Use Only

1
PLEASE COMPLETE THE FOLLOWING IF YOU WISH OUR OFFICE TO BILL YOUR INSURANCE COMPANY FOR OUR SERVICES:
PATIENTS'S RELATIONSHIP TO THE INSURED PERSON _________________________                             

INSURED PERSON'S NAME/ADDRESS ____________________________________________________________________

NAME AND ADDRESS OF EMPLOYER _____________________________________________________________________

INSURED PERSON'S SOCIAL SECURITY NUMBER _________________________________ BIRTHDATE ____/____/____

NAME AND ADDRESS OF INSURANCE COMPANY ___________________________________________________________

_____________________________________________________________________________________________________

GROUP OR CONTRACT # _________________ CONTACT PERSON ____________________ TELEPHONE ____________

YEARLY MAXIMUM _______________________ DEDUCTIBLE ____________________ RENEWS ____________________

SPECIAL NOTES ______________________________________________________________________________________

IS THERE A SECOND INSURANCE?       YES    NO                             IF SO, PLEASE COMPLETE .....
INSURED PERSON'S NAME/ADDRESS ____________________________________________________________________

NAME AND ADDRESS OF EMPLOYER _____________________________________________________________________

INSURED PERSON'S SOCIAL SECURITY NUMBER _________________________________ BIRTHDATE ____/____/____

NAME AND ADDRESS OF INSURANCE COMPANY ___________________________________________________________

GROUP OR CONTACT # __________________ CONTACT PERSON ____________________ TELEPHONE _____________

YEARLY MAXIMUM _______________________ DEDUCTIBLE ____________________ RENEWS _____________________
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                                   OFFICE POLICIES 

                    DENTAL INSURANCE/FEE PROCESSING 

    This handout is designed to provide you with information on our office policies regarding dental insurance/fee processing.  When we treat a patient, the professional services are rendered for and charged to the patient, not the insurance company.  Our professional services are rendered to all patients with the understanding that the full charges are the responsibility of the patient and/or responsible party.

    Each insurance policy is unique because it may provide different coverage percentages for services and might also contain policy contingencies such as exclusions, limitations, alternate benefits, etc.  Consult your insurance company/policy to determine the extent of coverage allowed for your dental services.

    Some insurance companies require a predetermination of benefits claim to be filed before beginning any treatment in excess of a certain dollar amount.  (This amount is usually $200.)  This predetermination informs you of the amount your policy will cover before the services are actually rendered.

    In this office, we will file a predetermination claim or your dental insurance claim for actual services at no charge, as a courtesy to you.  If a predetermination claim must be filed, your conference appointment with this office will be scheduled far enough in advance so that the predetermination form can be returned in time by your insurance company.  This may vary with each company but, we hope, will not exceed 2 or 3 weeks.

    Any treatment necessary before a predetermination is received will be performed on an emergency basis.

    You are responsible for providing us with all the insurance policy information enabling us to process the dental claims efficiently and accurately.  We have some standard claim forms available; however, some companies require a specific form for their claims and you will be responsible for providing us with that form.  You need to provide us with an insurance form for each family member, with your portion of the form completed and signed for each visit.  We will complete the appropriate sections of the claim form for you and submit them to your insurance company.  We will estimate your copayment and deductible, which is due at the time of service.  When a check is received from your insurance company, your account will be credited and you will either receive a bill for the balance or a refund from our office.

    In an effort to keep dental cost down while also keeping a high level of professional care, fees may be paid as follows:

                                    Prepayment or payment at the time of service

                                    Credit card payment at the time of service

                                    Payment in full upon receipt of invoice

Broken appointments are a serious problem for our office.  We reserve the right to charge a fee for appointments failed or broken without 24 hours notice. 

In the event of default of payment of any amount due, and your account is placed in the hands of an agency or attorney for collection or legal action, you will be charged an additional fee equal to the cost of collection (including agency and attorney fees and court costs incurred as permitted by law governing these transactions).

           The undersigned agrees to this, and acknowledges receipt of a copy of this form.

            Signed:  ____________________________________     Date:  _______________

                                                           (Parent or responsible party)


