Patient Information

Patient Name:

Last First M {Preferred Name)
Gender: Family Status:
Social Security #: Birth Date:
Home #: Cell #: Work #: Ext:
Address:
Siraat Apariment #
City, State Zip Code
E-mail: Do you have insurance to be filed? (] Yes O Ne
Health Information
O apsHIv O Excessive Bleeding [ Organ Transplant O Tuberculosis (TE)
O anemia O Fainting O oOsteoporosis O Tumaors
O Asthritis O Glaucoma O Pacemaker O Uicers
O  Astificial Joints [ Growths O Pregnancy O Venersal Disease
O  Astificial Heart Valve [0 Hay Fever Due Date 0O Codeine Allergy
O asthma [ Head Injuries O Radiation treatment O Penicillin Allergy
O Bisphosphonates, Oral or W [ Heart Problems O Rheumatic Fever O Sulfur Allergy
O Blod Disease 1 Heart Murmur O Rheumatism O Latex Allergy
O Breathing Problems 0 Hepalitis O Sinwes Problems Oiher Medicalion Allergy:
O cancer 1 High Blkood Pressura [O  Snorng
O Chemoiherapy O Jaundice O Steroids lakan lasl 2 years
O Diabates [ Kidney Problams O Stomach Problams
O Dizzinass [ Liver Disasse O Stroke Othear Allergies?
O Drugs (recraational) [ WMental Disorders O Surgery
O Epilepsy O Mersous Disorders O Tobacco use
PLEASE LIST ALL MEDICATION(s) and WHY THEY HAVE BEEEN PRESCRIBED:
Hawve you ever had any complications following dental treatrment? Yes Mo O

If yas, please axplain:

Hawva you bean admitted 1o a hospital or neadad amergancy care during the past two years? vas O e O
If yes, please explain:

Are you o undar the care of a physician? "l"F_-sD [} (i |
If yes, please axplain:

Mame of Physician: Phone:

Do you hawe any health problems that need further clarfication? Yes[ Mo O
If yes, please explain:

Referral Information:
Whom may we thank for referring you to our practice?  [] Another patient friiend [] Another patient, relative

O pental office [veliow Pages [ online Search Dstwspapar [ school Owoerk [other

MName of person or office referring you to our practice:

Patient/Guardian Signature: Date:
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Employer

Additional Information

Spouse's Name

Spouses phone #

Spouse’s Employer

If Patient is a Minor:

Parent or Guardian Name

Parent or Guardian Phone #

Relationship to the patient

Dental Insurance Name

Insurance Information

Dental Insurance Phone#

Policy Helder's Name

Policy Holder's DOB

Policy Helder's Employer

Policy Holder's SS#

Medical Insurance Name

Medical Insurance Phone#

Policy Holder's Name

Policy Holder's DOB

Policy Holder's Employer

Policy Holder's SS#
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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 at the time services are performed. All unpaid balances on completed treatment are subject to payment prior to
rendering additional treatment.

Patients who carry dental insurance understand that all dental services furnished can be charged directly to the
patient and that he or she is personally responsible for payment of all dental services on the day services are
rendered. This dental office cannot render services on the assumption that our charges will be paid by an insurance
company. This office will help prepare the patient’s primary insurance forms or assist in making collections from
insurance companies and will credit any such collections to the patient's account. If we have not received payment,
cannot confirm our sent claim was received, and/or have not received a response, electronic or via mail, from
patients’ insurance, or otherwise, from 45 days from our submission, we will then deem the patient’s outstanding
balance to be due and payable by the patient. We will continue to make an honest effort to receive payment from
the insurance. Additionally, we do not estimate, nor base a patient’s estimated portion on secondary insurance, only
on primary insurance, however we will submit claims to the secondary insurance.

A finance charge of 15% per annum on the unpaid balance will be charged on all accounts exceeding 60 days.
Unpaid balances beyond 60 days will accrue interest at the rate listed above. Patients with insurance will begin to
accrue interest 30 days after all effort to receive PRIMARY insurance monies is deemed complete. ACCOUNTS
OVER 90 DAYS WILL BE SENT TO COLLECTIONS. In the event any balance is not paid at time account is sent to
collections, the undersigned agrees to pay a collection fee equal to 33.33% of the unpaid balance. In the event of a
lawsuit to collect an unpaid balance and associated fees, the undersigned further agrees to pay court cost and
attorney fees. If a payment plan is agreed upon by the undersigned and the doctor, the balance will continue to
accrue interest at the rate above until the balance is paid in full. All statements will accrue a $5.00 late fee and all
certified mail communication will accrue a $25.00 processing and postage fee.

Initials:

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, | agree to pay
therefore the 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. | 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. | 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 |
further agree to pay all costs and reasonable attorney fees if suit be instituted hereunder.

| grant my permission to you or your assignee, to use any known contact information and method to discuss matters
related to this form, including but not limited to, collection of a debt.

Patient Name (Please Print)

Patient or Guardian Signature Date

Witness Date
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Dental Appointment Agreement

Welcome to Paris Family Dental! We are so very excited that you have chosen to be a part of our family!

As a part of our family, here are a few things you can expect from us:

1. As a patient here, you can expect to be treated as a member of our family. We will do everything we can to
make you feel comfortable and welcome and we ask that you please let us know if this is not the case.

2. Paris Family Dental promises to use cutting edge techniques and technology and the same materials we
would use in our mouths. Our practice has evolved from regular dentistry to include services such as
invisalign, implants and bone grafting, sinus lifts and much more.

3. At Paris Family Dental we stand behind our work and will continue to provide you with quality work at an
affordable price.

4. Dr. Del Toro is available to you after hours to address any concerns or answer any questions you may have.
As an active patient, you will be given Dr. Del Toro’s after hours emergency number (located on each
appointment card).

Here is ONE thing we expect from you:
1. When you make an appointment you keep it on time. We know true emergencies arise, otherwise please
give us the courtesy of a letting us know 48 hours in advance if you cannot keep your appointment. Broken
appointments result in lost time that could have been used to treat other patients.

The following are some further details you will need to know as part of our family:

Confirming Appointments and Rescheduling Appointments

Our office will reach out to you via phone, email, or text, to confirm your appointment at least 48 hours prior to your
appointment date. If you do not confirm your future presence either through phone, email, or text, our office will
attempt to fill your appointed time by giving it away to another patient. Please confirm your appointment so
you don’t show up at our office only to find we have given your appointment to someone else, which WILL
necessitate YOUR RE-APPOINTMENT. Our office understands that rare situations arise that require rescheduling
of your appointment. If you need to reschedule, please call our office as soon as you know that you will not be able
to keep the appointment, at least 48 hours before the appointment time. Appointments that are NOT confirmed
within 48 hours of appointed time are subject to rescheduling without notification.

Initials:

Broken Appointments

If you miss a scheduled appointment or cancel with less than 48 hours notice, a broken appointment will be recorded
in your dental chart. If you are more than ten minutes late for an appointment, a broken appointment will also be
recorded, and you may have to be rescheduled if there is not enough time to complete your procedure. It is not fair
to keep other patients waiting because you arrived late.

If you have two broken appointments during a twelve month period, you will only be rescheduled by prepaying for
each of your future appointments via a NON-REFUNDABLE “rescheduling fee” equal to that of the treatment cost to
be provided at that next scheduled appointment. This “rescheduling fee” is to reserve the time only. 1t will be
applied to treatment costs only if you present and keep the pre-paid appointment. If you do not present and keep
your pre-paid appointment, or if you cancel/reschedule with less than 48 hours notice, the rescheduling fee that
was paid prior to scheduling your appointment will be forfeited by you and NOT returned to you. Additionally,
appointments may still be scheduled without paying the re-scheduling fee but only on a “walk-in” or “ASAP list” basis
until Paris Family Dental believes consistency with keeping scheduled appointments has been established.

Initials:
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Prepayments and Scheduling Longer Appointments

Sometimes longer appointment lengths/times (approx. 90 minutes or longer) are reserved for individuals or families
collectively (e.g. via multiple appointments on the same day for multiple family members), either at the request of the
patient or because the procedure(s) necessitates a longer working time. Additionally, some appointments require
special products and/or materials that are patient specific and can be non-returnable. Both of the aforementioned,
and possibly other situations deemed necessary by our dental team, will require a pre-paid NON-REFUNDABLE
“scheduling fee” equal to half, and in some cases, the full amount of the treatment cost to be provided at that next
scheduled appointment. This fee will be applied to treatment costs only if you present and keep the pre-paid
appointment. If you do not present and keep your pre-paid appointment, or if you cancel/reschedule with less than
48 hours notice, then the scheduling fee that was paid prior to scheduling your appointment will be forfeited by you
and NOT returned to you.

Initials:

State law reserves the right for Dr. Brandon Del Toro to dismiss any patient from his dental practice without reason.
If you are dismissed as a patient, however, you will be eligible for emergency dental care for thirty days only, after
the date of dismissal.

| have read, understand and agree to all of the above (4 total pages, including current page) and to the best
of my knowledge, all of the preceding answers and information provided, including my patient information
and health information on page one are true and correct. If | ever have any change in my health, | will inform
the doctors at the next appointment without fail.

Patient Name (Please Print)

Patient or Guardian Signature Date

Witness Date
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