WESTBERRY DENTAL

RICHARD S. WESTBERRY, D.M.D.
3120 South Ridgewood Avenue ¢ South Daytona, Florida 32119
Phone: (386) 761-8822 ¢ Fax: (386) 761-8842 ¢ drrswestberry@aol.com

Date

PATIENT INFORMATION

Name

Please circle cne: Mr. Mrs. Ms Miss Dr

Please circle one: Married Single Chitd E-Mail
Address City State Zip
Home Phone Work Phone Cell

Social Security # Driver's License # Birthdate

Employer

Employer's Address City State Zip

Spouse or Parent’s Name
Whom May We Thank For Referring You

DENTAL INSURANCE INFORMATION

Subscriber's Name Relation to Patient
Birthdate Subscriber's Social Security No.
Name of Employer___ Phone No.

Insurance Company Group No.

Insurance Gompany Address
City State Zip

How much is your deductible? Max. Annual Benefit

OFFICE FINANCIAL POLICY

So that we may avoid any misunderstanding and possible embarrassment 1o all concerned, we have formulated this office
policy to inform all patients of our position regarding Iinances. ¥ve encouraye aiy guestions you might have regarding fee

or any other aspect of your care as our patient.

1. Payment is due at the time the service is rendered.

2. Any exception 1o the above must be approved prior to treatment and definite arrangements made for payment.

3. We will be glad to discuss fees in advance, if you so desire, with the understanding that the fee quoted is an average
and may be slightly higher or lower, depending upon the degree and extent of the procedure involved.

4. INSURANCE CLAIMS: Please realize that our services are provided to our patients, NOT to insurance companies. In
all but a few exceptions, we must insist that payments be made by the patient and any reimbursement be made to
the patient by the INSURANCE COMPANY. Insurance eslimates are oxactly that. The insurance company may pay
more or less than what we estimate. THE PATIENT WILL BE RESPONSIBLE FOR ANY FEE NOT PAID BY THE
INSURAMNCE COMPANY

5. 1 hereby acknowledge that if my account becomes seriously delinquent, [t wiil be sent 1o a colleclivie agency. | agree

to reimburse you the fees of any collection agency, which may be based on a percentage at a maximum of 33% of

the debt, and ail costs, and expenses, including reasonable attorneys' fees, we incur in such collections efforts.
interest of 1.5% per month (18% apr) will be charged on all delinquent accounts.

7. There may be a charge for missed appointments or appointments cancelled with less than 24 hours notice.

@



MEDICAL HISTORY

Physiciah‘s Name : Phone

Please list any medieaticns you are-now taking

Please list any allergies to medications or substances

Do you have or have you had any of the following? Please circle “yes” or “no”

ALD.S/H.LV, POSIIVE .....cocenecrenereneccameserecncncssnniseens YES No
Artificidl Heart VAV .......cccoveeeeeeecccecccceievcescvcsineens. YES No
Aficial JOINES .....oeeeeeeeeiecs e e eeienecsac e Y8 NO
ASTHIME. v ceeeeeeeeemtee e e s eeercrsansemtesesressemnromenne YES No
G111 SOOI SOOI (- S | |+
ChemOtNETADY ....veeeereiceeeeeeeereee et sarsssssssssiensicneresis ¥ES No
DIabeteS. . oo s s Yes No
Drug Dependency........oceeecvcseeccsscssimssncsensscssnnnes. . ¥€8 - NO
EDIlePSY/SEIZUIES ..cvoveveeierarimrsinessssissmsessissescesossasaneas YES No
EXCESSIVE BlEEAING......eereeresererecrecesssressesmessnsenrinnes YES  NO
Heart (Attack, Disease, SUrgery)......cocceevmecerserenieneee Y8 No

" Hepatitis A, B, C.eeeeerrreeeeveasimencssissssessesasiossesesssssnnnss YES No
Hisll_B{UUd Piwssuie..o.o. . ctirmeeeeeeea Yoo Mo

KIdNEY DISEASE......ouuvrtcovramsineseicscnssnssassamsnins e TES No
LatER ANEIGY verrrereeerrasarneeeescamemrsmresseasssssasssassenssnsramnen YO Mo
Liver DISOaSe covimeeeeeee e TR { = No
OsteoporosiS....curvemrenenes eriereeeieeees YES No

Have you ever had or ever taken medicine:

fOr OSLEOPOIOSIS cu.oveeereceecevcrseresensssnnessasrmerssesesnsaess YES No
SHOKE vveevvrcreassrasenereesirssraraarsneessassasmssmmssmsssssssansenssnsars YOS No
TODBACCO USE cemeeeoeeeeeseceerereeeeeemenseereasnsscessmareacenee YES No
TUDEICUIOSIS ... oo cecer e emneneeemenenst e cesssnssnenes YOS No

Mlease list auvy discase or condition lhal you have or haus had that'e nat lietard ahnve- . o

WOMEN
‘Are You: Pregnant? Yes Months No  Nursing? Yes No  Taking birth control pills? Yes No

AUTHORIZATION AND RELEASE

| ungerotand that tho routine use of locul auesthwfin invalvas a aartain risk and | accept that riek, | will epecifically raquest no
anesthetic if that is my preference. | - o -
| certify that 1-have read and understand the above information to the best of my knowledge. The above questions have been
accurately answered. | understand that providing incorrect information can be dangerous to my health. | authorize the dentist to

release any information including the diagnosis and the records of any treatment or examination rendered to me or my child
Auring the parad of cuch dontal cws to third party payors and/or heaith practitienere. | autherize and request my ineuranca

company to pay directly to the dentist or dental group insurance benefits otherwise payable to me. | understand that my dental
insurance carrier may pay less than the actual bill for services. | agree to be responsible for payment to all services rendered on
my behalf or my dependents. | have read and agree to the OFFICF FINANCIAL POLICY as stated on the reverse of this page.

X

Signature of patient (or parent if minor)




R.C. Westberry D.M.D.
2120 5. Rildgewood Ave

S. Daytona, FL 32119

ACKNOWLEDGEMENT OF
PRIVACY PRACTICES

| understand that this office is compliant with the HIPAA Privacy Practices.

PLEASE PRINT NAME

SIGNATURE

DATE

It is okay to leave detailed messages on my answering machine.  Yes No

Initial



FINANCIAL POLICY

. Payment is expected at time of service.
. If you require financing, we have several options; these arrangements
need to be made prior to treatment,

MISSED APPOINTMENT POLICY

. | hereby acknowledge that 1 may be charged a non-refundable fee of $25
for a missed appointment.

. A missed appointment occurs when the patient fails to notify this office
of cancellation 24 hours prior to the reserved appointment time. |
acknowledae that if | miss several apnointments, | mav be required to pre-
pay for my next appointment, or be placed on a will-call list. (Will-call
refers to a list of patients who are called when last minute openings occur

in the schedule.)

COLLECTIONS POLICY

. I hereby acknowledge that if my account becomes seriousky delinquent, it
will be sent to a collections agency. 1 agree to reimburse you the fees of
any callection agency, which may be based on a percentade at a

taainnwets of 33206 of the delst, and all eosts, anme exppenses, including

reasonable attorneys’ fees, we incur in such collections efforts.

IMIPARTLANT INFARMIOTIAM REALDDIMO

INSURANCE BILLIN

. our Doctor is here to provide you with the best dental care. His primary
concern is your well being, not your insurance. Therefore, itis the
patient’s responsibility to be aware of what their policy covers.

. It is very important for you to read your insurance policy very carefully. As
we rile clalins wiLth fiuineruus insuralive volnpaiiies and aclt company has
many different plans, we can not possibly be aware of each patient’s
particular coverage. You will receive a bill if the service is one that is not
covered under your policy and you will be responsible for any part of the
fee that is not covered under your policy. It is very important that you are
familiar with the benefits, coverage and policies of your insurance pian.

| have read the above and understand your policy on missed appointments,
collections and that | am responsible for knowing the coverage and benefits of my
insurance policy.

Patient signalure Date



