PATIENT UPDATE FORM

PATIENT:_______________________________________________________________________________________________

PERSON RESPONSIBLE FOR PAYMENT:________________________________________________________

RESPONSIBLE PARTY INFORMATION
NAME:_________________________________________________________________________________________________

ADDRESS:______________________________________________________________________________________________

CITY:______________________ STATE:____________________ ZIP:______________________________________________

HOME PHONE:_________________ WORK PHONE:________________CELL PHONE:______________________________

HOW DO YOU PREFER TO BE CONTACTED:     E-MAIL

CALL

TEXT

E-MAIL_________________________________________________________________________________________________

EMPLOYER:_________________________________________ HOW LONG?________________________________________

EMPLOYER ADDRESS:___________________________________________________________________________________

OCCUPATION:________________________ SOCIAL SECURITY:_________________________________________________

DRIVER’S LICENSE #:__________________ RELATION TO PATIENT:____________________________________________

NEAREST RELATIVE NOT LIVING WITH YOU:______________________________________________________________

ADDRESS:_______________________________________________________________________________________________

PHONE #:____________________________ ALTERNATE PHONE:________________________________________________

We are committed to providing you with the best possible care. If you have dental insurance, we are anxious to help you receive your maximum allowable benefits. In order to achieve this goal we need your assistance, and your understanding of our payment policy.

PAYMENT FOR SERVICES IS DUE AT THE TIME SERVICES ARE RENDERED.
We accept: ______ CASH _______ PERSONAL CHECK __________ MASTERCARD/VISA _________ DISCOVER

We can arrange financing with CARE CREDIT (using a short credit application)

If you have dental insurance we will assist you in filling your dental claim forms and will accept assignment from your insurance and ask that you pay your deductible and/or percentage at the time of treatment. We will gladly discuss our proposed treatment and answer any questions relating to your insurance. Please check the method of payment you desire:

_____ (1) I wish to pay for my dental work. I will file my own claims.

_____ (2) I wish to pay for my dental work and ask that you file the forms for me and will have the company pay me directly.

_____ (3) I wish to pay my part of the charges at each visit and would like you to accept my insurance as payment for the rest of my        
  
treatment. I understand that if they pay more than is expected, you will refund this amount to me and if they pay less than 
expected, I will pay you the difference. After the initial filing, if the insurance does not pay, I wish:


________ (A) To pay for my work and re-file myself


________ (B) To pay a small fee to have you refile for me. Re-filing fee is $10.00

We must emphasize that as dental care providers, our relationship is with you, not your insurance company. While the filing of insurance claims is a courtesy that we extend to our patients, all charges are your responsibility form the date of services rendered.
 I _____________________________ UNDERSTAND THAT I AM FINANCIALLY RESPONSIBLE FOR PAYMENT OF ALL CHARGES RENDERED TO THE ABOVE PATIENT, THAT ANY CO-INSURANCE OR DEDUCTIBLE AMOUNTS ARE DUE AT THE TIME OF SERVICE. I UNDERSTAND THAT REGARDLESS OF ANY INSURANCE COVERAGE FOR THE ABOVE PATIENT, I AM ULTIMATELY RESPONSIBLE FOR ALL CHARGES. THIS ALSO INCLUDES PAYMENT FOR ANY SCHEDULED VISITS THAT ARE NOT CANCELED AT LEAST 24 HOURS IN ADVANCE. I UNDERSTAND THAT IF INSURANCE PAYMENT IS DENIED AFTER BEING FILED BY THIS OFFICE, IT IS THE RESPONSIBILITY OF THE INSURED TO CONTACT THE INSURANCE CARRIER AND FULL PAYMENT FOR ALL CHARGES WILL BE MADE BY ME. I UNDERSTAND AND AGREE THAT CHARGES MADE ON MY ACCOUNT ARE PAYABLE WHEN DUE, ANY BALANCE ON MY ACCOUNT REMAINING AFTER THE DUE DATE SHALL BE CHARGED INTEREST AT THE RATE OF 1.5% PER MONTH. I FURTHER AGREE TO PAY THE FULL COST OF COLLECTIONS INCLUDING ATTORNEY FEES AND COURT COST. *I ALSO AGREE THAT VENUE IS PROPER ONLY IN DALE COUNTY.
I HAVE READ AND UNDERSTAND THIS AGREEMENT.
__________________

________________________________________

DATE



SIGNATURE OF RESPONSIBLE PARTY
__________________                     ________________________________________

DATE


              SIGNATURE OF RESPONSIBLE PARTY
