
New Account Registration Form

OFFICE USE ONLY

Today’s Date 


  Call Back for Info:  #  


  day/time: 

   

MacPractice ID:  




PRIMARY GUARANTOR  please print
Last Name:  



  First Name:  



  Prefix:  




Nickname: 


 
     Address:  








Apt: 

  City: 



  State:  

  Zip:  

  SS#: 




Date of Birth: 



  
  Sex:  F   M
Single   Married   Divorced   Widowed




























Home Phone:  


  Work Phone: 



Cell #:  



   

E-Mail: 




 
  Employer:  







Insurance Company: 





Telephone: 





Insurance ID: 






Group #: 






SECONDARY GUARANTOR  please print
Last Name:  



  First Name:  



  Prefix:  




Nickname: 


 
     Address:  








Apt: 

  City: 



  State:  

  Zip:  

  SS#: 




Date of Birth: 



  
  Sex:  F   M
  Single   Married   Divorced   Widowed 



























Home Phone:  


  Work Phone: 



Cell #:  



   

E-Mail: 





  Employer:  







Insurance Company: 





Telephone: 





Insurance ID: 






Group #: 






FINANCIAL POLICY

Thank you for choosing our office as your dental health care provider.  We are committed to providing you with the highest quality lifetime dental care, so that you may fully attain optimum oral health.  Please understand that payment of your bill is considered part of your treatment.  Payment is due at the time service is received.  Our office accepts cash, personal checks, Visa, MasterCard, and Discover Card.  Special financing is available upon request and approval.

DENTAL INSURANCE

Your insurance policy is a contract between you and your insurance company.  We are not part of that contract.  If you have insurance coverage we will help you obtain your maximum allowable benefits.  Please understand that we will provide an insurance estimate to you, however it is not a guarantee that your insurance will pay exactly as estimated.  Your insurance company and your plan benefits ultimately determine the amount paid.  We will do all we can to make sure your estimate is as accurate as possible.  We will do everything we can to help you but it is your responsibility to understand what your policy does and does not cover including any waiting periods.

Insurance payments are ordinarily received within 30-60 days from the time of filing.  If your insurance company has not made payment within 60 days, we will ask that you contact your insurance company to make sure payment is expected.  If payment is not received or your claim is denied, you will be responsible for paying the full amount at that time.  We will cooperate fully with the regulations and requests of your insurance company that may assist in the claim being paid.  Our office will not, however, enter into a dispute with your insurance company over any claim.

Usually the insurance company only pays a percentage of the fee.  This percentage may vary from plan to plan.  Dental insurance is not designed to pay the entire cost of your treatment, but it is intended to help cover a certain portion of the cost.  Even though we accept assignment of benefits, the financial obligation (such as deductibles, co-payments, and any other non-covered items resulting in a balance due) for dental treatment is ultimately the patient’s responsibility.  We are happy to file the insurance claim as a courtesy to our patients.  However, any estimated co-pays and deductibles are due at the time the service is received.

With over thirty years of experience, computers, and continuing education courses we make every effort to accurately estimate benefits for each patient.  Still, it has become increasingly difficult to provide “exact” coverage information.  Many times there are “plan limitations and exclusions” that we are not aware of.  Also, benefits paid to other offices are unknown to us.  This may affect the benefits available for future treatment.  We can quote our exact fees for each procedure but quoting benefits from the insurance company is provided as a “best effort” estimate.  It is the patient’s responsibility to understand their policy and what it “does” and “does not” cover, plus remaining benefits and any waiting periods.  Anything not paid by the insurance company is expected from the responsible party.

Many times secondary insurance will not provide benefits due to a “non-duplication of benefits” provision.  Also, many insurance companies will not commit to making any payments until the claim is filed.  We ask for the co-payment not covered by the primary insurance to be paid at the appointment time.  We will file the secondary insurance.  Any overpayment will be sent to the patient.

I HAVE READ, UNDERSTAND AND AGREE TO THE ABOVE TERMS AND CONDITIONS.

CONSENT

The undersigned hereby authorizes Monty C. Clark, D.D.S. and/or his agents to take X-rays, study models, photographs, or any other diagnostic aids deemed appropriate by Dr. Clark to make a thorough diagnosis of the patient’s dental needs.  I also authorize Dr. Clark to perform any and all forms of treatment, medication, and therapy that may be indicated.  I also understand the use of anesthetic agents embodies a certain risk.  I understand that the responsibility for payment of dental services provided in this office for myself or my dependents is mine.  I understand there may be a $5.00 monthly administrative charge and appropriate finance charges for any outstanding balances.  I further understand that a finance charge or any fees associated with collection of an overdue account will be added to any overdue balance.  As the guarantor I verify that the information on this form is correct.  As the insured I direct insurance benefits payable to Monty C. Clark, D.D.S.  I have read, understand and agree to the terms and conditions of the above Financial Policy and Dental Insurance sections.  I understand that a copy of this office’s Notice of Privacy Practices is available upon request.  I hereby authorize this office to obtain a credit report from a credit reporting agency for the purpose of considering payment options.

      Primary / Insured / Patient
                    Date

                     Secondary / Insured / Patient                   Date


