Patient Information
Patient Name: _____________________________________________________________________     Date:
__________________

                                  Last                         First                               MI              Preferred Name                 

Date of Birth:_____________________________________             [image: image1.wmf] Male   [image: image2.wmf] Female            Family Status: __________________

Social Security #: ______________________________  Email Address: _______________________________________________

Home Phone: ________________________ Cell: ________________________  Work: ________________________  Ext:_______  

Address:
_________________________________________________________________________________________________
                            Street                                                                                                                                     Apartment #


_________________________________________________________________________________________________

                            City                                                                                  State                                                 Zip Code

Health Information
Date of Last Dental Visit: _____________________  Reason for this visit:
______________________________________

Have you ever had any of the following? Please check those that apply:

	[image: image3.wmf] AIDS

	[image: image4.wmf] Allergies 

_____________________

	[image: image5.wmf] Anemia  

	[image: image6.wmf] Arthritis

	[image: image7.wmf] Artificial Joints

	[image: image8.wmf] Asthma

	[image: image9.wmf] Blood Disease

	[image: image10.wmf] Cancer

     [image: image11.wmf] Current [image: image12.wmf] Past

	[image: image13.wmf] Chemo Therapy

	[image: image14.wmf] Diabetes

	[image: image15.wmf] Dizziness

	[image: image16.wmf] Epilepsy



	[image: image17.wmf] Excessive Bleeding

	[image: image18.wmf] Fainting

	[image: image19.wmf] Glaucoma

	[image: image20.wmf] Hay Fever

	[image: image21.wmf] Head Injuries

	[image: image22.wmf] Heart Disease

	[image: image23.wmf] Heart Murmur

	[image: image24.wmf] Hepatitis

	[image: image25.wmf] High Blood Pressure

	[image: image26.wmf] Jaundice

	[image: image27.wmf] Kidney Disease

	[image: image28.wmf] Liver Disease

	[image: image29.wmf] Mental Disorders

	[image: image30.wmf] Nervous Disorders



	[image: image31.wmf] Osteoporosis 

	[image: image32.wmf] Pacemaker

	[image: image33.wmf] Pregnancy

	    Due date:_________

	[image: image34.wmf] Radiation Treatment

	[image: image35.wmf] Respiratory Problems

	[image: image36.wmf] Rheumatic Fever

	[image: image37.wmf] Rheumatism

	[image: image38.wmf] Sinus Problems

	[image: image39.wmf] Stomach Problems

	[image: image40.wmf] Stroke

	[image: image41.wmf] Tuberculosis

	[image: image42.wmf] Tumors

	[image: image43.wmf] Ulcers

	[image: image44.wmf] Venereal Disease

	Are you allergic to:

	__ Aspirin

	__ Codeine

	__ Dental Anesthetics

	__Erythromycin

	__ Jewelry/Metal

	__Latex/Rubber

	__ Penicillin

	__Tetracycline

	__ Other


( Have you ever had any complications following dental treatment?     [image: image45.wmf] Yes  [image: image46.wmf] No

     If yes, please explain:
_____________________________________________________________________________

( Have you had surgery or a medical procedure in the past 2 years?   [image: image47.wmf] Yes  [image: image48.wmf] No

     If yes, please explain:
_____________________________________________________________________________

( Are you currently under the care of a Physician?    [image: image49.wmf] Yes  [image: image50.wmf] No     

     If yes, please explain:
_____________________________________________________________________________

     Name of Physician: ______________________________________ Phone: _________________________________
( Are you currently under the care of a Cardiologist?     [image: image51.wmf] Yes  [image: image52.wmf] No     

     If yes, please explain:
_____________________________________________________________________________

     Name of Cardiologist: _____________________________________ Phone: _________________________________

( Do you have any health concerns that need further clarification?    [image: image53.wmf] Yes  [image: image54.wmf] No

     If yes, please explain:
_____________________________________________________________________________

( Are you currently taking Bisphosphonate medications?  [image: image55.wmf] Yes  [image: image56.wmf] No

( List ALL medications you are currently taking: __________________________________________________________________________________________________________________________________________________________________________________________________
To the best of my knowledge, all the information provided is true and correct. If I ever have any change in my health, I will inform the doctors at the next appointment without fail.

_________________________________________________________________  Date:
___________________

   Signature of patient, parent or guardian

Referral Information
Whom may we thank for referring you?    [image: image57.wmf]Another patient, friend    [image: image58.wmf]Another patient, relative    [image: image59.wmf] Dental Office    [image: image60.wmf] Yellow Pages    [image: image61.wmf] Newspaper    [image: image62.wmf] School    [image: image63.wmf] Work    [image: image64.wmf] Other__________________    Name of person or office referring you to our practice:_________________________________

Spouse or Responsible Party Information
The following is for:   [image: image65.wmf] the patient's spouse    [image: image66.wmf] the person responsible for payment

Name: 


                    [image: image67.wmf] Male   [image: image68.wmf] Female                               [image: image69.wmf] Married   [image: image70.wmf] Single   [image: image71.wmf] Child   [image: image72.wmf] Other 


Social Security #: ________________________________  Birth Date: 


Phone (Home): ________________ (Work): ________________ Ext:______  Best time to call: 


Address: 



                                  Street                                                                                                                                                                                                         Apartment #

                                  City                                                                                                                                                         State                                                 Zip Code
 Employment Information

The following is for:   [image: image73.wmf] the patient                  [image: image74.wmf] the person responsible for payment

Employer Name: 
  Occupation: 


Address:





                                  Street                                                                                                           City                                                                    State                      Zip Code

Dental Insurance Information
Primary

Name of Insured: _______________________________________________  Is insured a patient?  [image: image75.wmf] Yes   [image: image76.wmf] No

                                                           Last                                                            First                                        MI

Insured's Birth Date: _________________  ID #: _____________________  Group #:


Insured's Address: 


                                                                      Street                                                                                              City                                             State                      Zip Code

Insured's Employer Name: 


              Address: 


                                                                      Street                                                                                              City                                             State                      Zip Code

Patient's relationship to insured:  [image: image77.wmf] Self   [image: image78.wmf] Spouse   [image: image79.wmf] Child   [image: image80.wmf] Other___________________

Insurance Plan Name and Address: 


Secondary
Name of Insured: _______________________________________________  Is insured a patient?  [image: image81.wmf] Yes   [image: image82.wmf] No

                                                           Last                                                            First                                        MI

Insured's Birth Date: _________________  ID #: _____________________  Group #:

Insured's Address: 


                                                                      Street                                                                                              City                                             State                      Zip Code

Insured's Employer Name: 


              Address: 

                                                                      Street                                                                                              City                                             State                      Zip Code

      Patient's relationship to insured:  [image: image83.wmf] Self   [image: image84.wmf] Spouse   [image: image85.wmf] Child   [image: image86.wmf] Other___________________

Insurance Plan Name and Address:
 

Consent for Services
As a condition of your treatment by this office, financial arrangements must be made in advance. The practice depends upon reimbursement from the patients for the costs incurred in their care and financial responsibility on the part of each patient must be determined before treatment.

All emergency dental services, or any dental services performed without previous financial arrangements, must be paid for in cash at the time services are performed.

Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and that he or she is personally responsible for payment of all dental services. This office will help prepare the patients insurance forms or assist in making collections from insurance companies and will credit any such collections to the patient's account. However, this dental office cannot render services on the assumption that our charges will be paid by an insurance company.

A service charge of 1% per month (12% per annum) on the unpaid balance will be charged on all accounts exceeding 60 days, unless previously written financial arrangements are satisfied.

I understand that the fee estimate listed for this dental care can only be extended for a period of six months from the date of the patient examination.

In consideration for the professional services rendered to me, or at my request, by the Doctor, I agree to pay therefore the reasonable value of said services to said Doctor, or his assignee, at the time said services are rendered, or within five (5) days of billing if credit shall be extended. I further agree that the reasonable value of said services shall be as billed unless objected to, by me, in writing, within the time for payment thereof. I further agree that a waiver of any breach of any time or condition hereunder shall not constitute a waiver of any further term or condition and I further agree to pay all costs and reasonable attorney fees if suit be instituted hereunder.

I grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related to this form.

I have read the above conditions of treatment and payment and agree to their content.

____________________________________________________  Date: _____________  Relationship to Patient: 

Signature of patient, parent or guardian

____________________________________________________  Date: _____________  Relationship to Patient: 

Signature of guarantor of payment/responsible party

[image: image87.png]



111 Burch Court ~ Frankfort, Kentucky 40601

(502) 223-1671

www.burchcourtdental.com 

Dr. William Renshaw

Dr. Stephen Wix

Dr. Melissa Murray

Dr. Christopher Byers

Dr. Solitaire Wix

Appointment Policy

Thank you for choosing Burch Court Dental and for trusting us with your dental needs. Your time is extremely important to us and we value each minute you spend in our office. We strive to provide an excellent experience while you are in our care! Please understand, when we schedule your appointment we are reserving a time specific to you and your dental needs. We do understand there are occasions when an appointment must be missed due to emergencies or obligations to work or family. However, we do ask that you provide at least a 24 hour notice if you are unable to keep a scheduled appointment. The time that was reserved for you can then be offered to another patient and allow them to receive urgent dental care. If you are unable to provide a 24 hour notice, please call as soon as you can. If we do not hear from you to cancel or reschedule your appointment prior to your scheduled time, it is considered to be a No Show. A charge of $25 will be applied to your account at the provider’s discretion. This fee will not be covered by insurance. In the event of 3 or more no shows in a 12 month period, you may be dismissed from the care of Burch Court Dental.

Please contact our office as soon as possible to let us know you are running late for your scheduled appointment. If you are more than 10 minutes past your scheduled appointment time, the appointment may need to be rescheduled. This is to allow us to complete your entire scheduled procedure and ensure we do not run into another patients scheduled appointment. Other than in the case of a dental emergency, you can also expect us to be running on schedule. If we are running behind due to a dental emergency for another patient, we will be sure to inform you upon arrival.

May we remind you of your scheduled appointments?
Our office offers automated reminders prior to your scheduled appointments. Our calls include the name of our practice as well as the scheduled patients name and time of appointment. By signing this statement, you are authorizing our automated calling service to contact you at the number you provide and leave a message if you are not available.

_________________________________________________________________________________________________

 Signature








Date





_________________________________________________________________________________________________

Preferred Phone #







May we leave a message? (Yes/No)



Who may we share your information with?

Many times, your family or friends will contact our office to schedule/change an appointment or inquire about your treatment or account. Our Notice of Privacy Practices prevents our office from discussing your treatment or account with anyone if you are over the age of 18. Below, please list names and relationships with anyone that you authorize our office to share information with. You may make changes to this information at any time in writing.  A copy of our Privacy Practices is available to you upon request.

__________________________________________________________________________________________________

Name and relationship to patient 





 Name and relationship to patient 

Who may we contact in the event of an emergency?

_________________________________________________________________________________________________

Name and relationship to patient 






Phone #
[image: image88.png]



111 Burch Court ~ Frankfort, Kentucky 40601

(502) 223-1671

www.burchcourtdental.com 

Dr. William Renshaw

Dr. Stephen Wix
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Dr. Solitaire Wix

Financial Policy 


This statement is to inform you of our financial policy. We are committed to providing you with the highest quality of dental care using only the best material and technology available in the market today. We are also committed to providing you with up-to-date information and educational tools so that you may fully participate in maintaining optimum oral health. Our financial policy is intended to facilitate excellent service to you while minimizing our administrative costs.


All charges you incur are your responsibility regardless of your insurance coverage. We must emphasize that as your dental care provider, our relationship is with you, our patient, not with your insurance company. Your insurance policy is a contract between you, your employer and your insurance company. Our office is not a party in that contract.


As a courtesy to you we will process insurance claims for provided treatment. In order for our office to file your insurance claim accurately and in a timely manner, you must provide proof of insurance at each visit. It is your responsibility to inform our office of changes to your coverage.


Payment is due at the time service is provided. Our office accepts cash, personal check. Mastercard, Visa, Discover and debit cards. Outside financing is available through Care Credit upon approval.


Returned checks and balances older than 60 days may be subject to collection fees and finance charges at the rate of 1% per month (12% annually). In the event of default, you will be obligated to pay legal interest on the indebtedness, together with such collection costs and reasonable attorney fees that may be inquired to effect collection of this debt.

__________________________________________________________________________________________________

 Print name of patient 








Date of birth





__________________________________________________________________________________________________ Authorized signature 








Date 



