Welcome  to RiverRock Dental!  
We will strive to provide you with the best possible dental care.  To help us meet all of your dental needs, please fill out these forms completely.  If you have any questions or need assistance, please ask as we will be happy to help.

Patient Information

Name: __________________________________________________________________________________
			(First)			(Middle Initial)			(Last)

Address:________________________________________________________________________________
		(Street)						(City)			(State)		(Zip)

Home: (     )_______________________	Work Phone: (     )________________________

Cell Phone: (     )________________________ 	E-Mail: __________________________________

Can we send you text message appointment reminders?   YES		NO

D.O.B.:__________________	Please Circle:   Male	  Female		Minor	   Single     Married

[bookmark: _GoBack]Employer: _________________________________	

Whom may we thank for referring you to our office?____________________________________________

Emergency Contact: __________________________________	Phone: ___________________________

Subscriber/Responsible Person

Name: __________________________________________________________________________________
			(First)			(Middle Initial)			(Last)

Address: ________________________________________________________________________________
		(Street)						(City)			(State)		(Zip)

D.O.B.:__________________	SS#: _________________________

Home: (     ) _______________Work Phone: (     ) _________________ Cell Phone: (     ) ________________

Employer: _____________________________ Phone: _________________________

Insurance company: ______________________   ID #:__________________________

Appointments
Failure to notify the office of an appointment cancelation less than 48 hours prior to your appointment can result in a broken appointment charge.
Method of Payment
Full payment for dental treatment provided is expected at the time of service.  For your convenience, we accept cash, checks, Care Credit and all major credit cards.  We are happy to file insurance for you.  I authorize my insurance payment to go directly to RiverRock Dental.  It is your responsibility to provide our office with the necessary information concerning your insurance.  Understand that your insurance plan is a contract between you and your employer and the insurance carrier. Treatment plans are an estimate only.  Any and all non-covered services will be billed directly to you.  All financial arrangements must be made in advance.  Past due accounts will result in 15% finance charge.  If my account is turned over to collections for legal judgement or action, I am responsible for all attorney fees, court costs and associated cost with collections.        
I understand that I am ultimately responsible for all costs of dental treatment.  I grant the right to the dentist to release my dental history and other information about my dental treatment to third party payers.


Signature___________________________________		Date:_______________
