Royal Dental Spa
Thank you for selecting our office as your dental healthcare team! We strive to provide you with the best possible dental care. To help us meet all your dental
healthcare needs, please fill out this form completely in ink. If you have any questions or need assistance, please ask us – we will be happy to help!

Patient Information (CONFIDENTAL)

Today’s Date:________________

NAME: ____________________________________ Birthdate:___/____/_____ Home Phone: (__)___________________________
Address: ___________________________________ City: _________________ State/Zip: __________________________________
Email:______________________________________ Cell Phone: (___) ___________ Soc. Sec. #: ____________________________
Check Appropriate Box☐ Minor ☐ Married ☐ Divorced☐ Widowed ☐ Separated

Patient’s Employer:______________________________________________________ Work Phone: (___)______________________
Business Address :__________________________________ City: ___________________ State/Zip:___________________________
Spouse or Parent/Guardian’s Name: ___________________________________________ Work Phone (___) ___________________
Spouse or Parent/Guardian’s Employer: ___________________________________________________________________________
Whom May We Thank for Referring You?__________________________________________________________________________
Person to Contact in Case of Emergency: ____________________________________Phone: (___) ___________________________

Responsible Party
Name of Person Responsible for this Account: ___________________________________Relationship to patient:________________
Employer: _______________________________________________________________Work Phone: (__) _____________________
Is this person currently a patient in our office? ☐Yes ☐No

Are there other family Members? ☐Yes☐No

For your convenience, we offer the following methods of payment. Please check the option you prefer:
☐Cash ☐ Personal Check

Credit Card: ☐ Visa ☐MasterCard

☐Care Credit

Insurance Information
Name of Policy Holder: ___________________________________________________ Relationship to Patient:______________________________
Policy Holder Birthdate: ______/______/_______ SSN#:___________________
Name of Employer:__________________________________________________ Work Phone: (___) _____________________
Insurance Company: __________________________________Group # _____________________ Policy ID: ___________________
Do You Have Additional Insurance? ☐ Yes ☐ No

IF YES, PLEASE COMPLETE THE FOLLOWING:

Name of Policy Holder: ___________________________________________________ Relation to Patient:____________
Policy Holder Birthdate: ______/______/_______ SSN#:___________________
Name of Employer:__________________________________________________ Work Phone: (___) ________________
Insurance Company: __________________________________Group # _____________________ Policy ID: ____________________________

Royal Dental Spa
Our goal is to provide you and your family with optimal dental care. WE want you to feel welcome and as comfortable as possible throughout our relationship.
We encourage you to ask questions and to be involved in treatment decisions. This includes understanding your treatment plan as well as our financial policy.

FINANCIAL AGREEMENT:
Patients are expected to pay for our services at the time they are rendered. Our patients who have dental insurance are expected
to pay the amount of their estimated co-pay and deductible at the time of service. Payments may be made using cash, check,
Visa, MasterCard and/or Discover. We also offer Care Credit with 6, 12, & 18 month no interest, which is a financing option
available only for healthcare expenses.
Optional payment terms:
1.
2.

Full pay cash discount: We offer a 5% accounting courtesy for all services over $500 that is paid in full prior to
the commencement of services.
Term Loan: By arrangements with Care Credit we can offer patients upon approval, an interest-free term loan
(up to 18 months) with no down payment, no annual fee and no prepayment penalty. Ask for an application
today.

There will be a fee for any additional procedure NOT included in the original treatment plan.
MISSED APPOINTMENTS:
In order to serve you better and keep the cost of dental care down, we try to maintain an efficient appointment system. However,
our cost of providing care increases greatly when people fail to keep scheduled appointments or cancel at the last minute. We
require at least a 24 hour notice for any cancelled appointment. We reserve the right to charge a $30.00 fee for any appointment
that was missed or cancelled without the minimum of 24 hours’ notice.
SERVICE CHARGES:
We will charge a 1.5% monthly, 18% annual percentage billing charge that will be applied to all accounts over 90 days past due. We
will charge a $50.00 fee for all returned checks. Any fee incurred to collect payment from a professional agency will be billed to and
payable by the patient or patient’s responsible party.
INSURANCE INFORMATION:
As a courtesy to our insured patients, we will submit claims to your insurance company free of charge. We will help receive your
maximum allowable benefits. In order to do this, we need your insurance card and/or insurance policy with you on your first visit of
every calendar year (your insurance year may not run January to December).
Our doctor will diagnose treatment based on your dental health not your insurance coverage.
You must realize that:
Dental insurance isn’t really insurance ( a payment to cover the cost of a loss) at all. It is actually a money benefit, typically provided
by an employer, to help their employees pay for routine dental services. The employer usually buys a plan based on the amount of the
benefit and how much the premium costs per month. Most benefit plans are only designed to cover a portion of the total cost of a
person’s necessary dental treatment. For example, a dentist may recommend a crown for a tooth that has extensive decay, however,
the dental plan may only cover the cost of a filling. This does not mean that the patient does not need a crown, only that the benefit
is limited to a filling.
If your insurance has not paid within 90 days of services rendered, you will need to make full payment to our office and be reimbursed
when your insurance company pays. After 90 days the patient is responsible to pursue payment from the insurance company. All
current documentation will be provided by mail in order to assist your inquiries. The insured has a better ability to deal with the
insurance company and the employer responsible for the policy.

