Des Moines Dental Group
ABOUT FINANCIAL ARRANGEMENTS AND DENTAL INSURANCE

We are committed to providing you with the best possible care.  If you have dental or medical insurance, we are anxious to help you receive your maximum allowable benefits.  In order to achieve these goals, we need your assistance, and your understanding of our payment policy.


Payment for services is due at the time services are rendered unless payment arrangements have been approved in advance by our staff.   We accept cash, checks, MasterCard, Visa, Discover and American Express.  We will be happy to help you process your insurance claim-form for your reimbursement.  Any such request must be accompanied by a completed insurance form at each visit.  In special  instances we may accept assignment of insurance benefits.


Returned checks and balances older than 30 days may be subject to additional collection fees and interest charges of 1% per month.  Charges may also be made for broken appointments and appointments canceled without 24 hours advance notice.

We will gladly discuss your proposed treatment and answer any questions relating to your insurance.

You must realize, however, that:

1.   Your insurance is a contract between you, your employer and the insurance company.  We are not a party to the contract.

2.  Our fees are generally considered to fall within the acceptable range by most companies, and therefore are covered up to the maximum allowance determined by each carrier.  This applies only to companies who pay a percentage (such as 50% or 80%) of “U.C.R.”.  “U.C.R.” is defined as usual, customary and reasonable fees for this region.  Thus, our fees are considered usual, customary and reasonable by most companies

This statement does not apply to companies who reimburse based on an arbitrary “schedule” of fees, which bears no relationship to the current standard and cost of care in this area.

3.  Not all services are a covered benefit in all contracts.  Some insurance           

       companies arbitrarily select certain services they will not cover.

We must emphasize that as a dental care provider, our relationship is with you, not your insurance company.  While the filing of insurance claims is a courtesy that we extend to our patients, all charges are your responsibility from the date the services are rendered.  We realize that temporary financial problems may affect timely payment of your account.  If such problems do arise, we encourage you to contact us promptly for assistance in the management of your account.  


If you have any questions about the above information or any uncertainty regarding insurance coverage, PLEASE don’t hesitate to ask us.  We are here to help you.  

PLEASE COMPLETE REGISTRATION 

Des Moines Dental Group
Patient History
Date:_______________

Patient Name:______________________________________________  Birthdate:____________________  

Patient S.S.N. _______________________________ Sex:_________    Marital Status  S   M  D  W

(If Minor)Parent or Guardians Name____________________ and S.S.N._______________ Birthdate_______

Spouse’s Name:_______________________Birthdate____________Spouse’s S.S.N.__________________

Address____________________________________________  City _____________  Zip ______________

Home Phone:_____________________________  Work Phone:___________________________________

Employed by:_______________________________________   How long?__________________________

Spouse employed by:_________________________________    Name of Bank:______________________

Person responsible for payment of account:____________________________________________________

Dental Insurance?  Y__ N__ Name of Company:________________________________________________

In case of emergency, contact:  Name _________________________  Phone _________________________

Who may we thank for referring you to our office?  ______________________________________________

If you have chosen our office by the Yellow Pages, was it, US West or Telecom

What is your chief dental complaint? _________________________________________________________

Name of Physician:_______________________________________________________________________

Are you under care of a Physician?  Y__  N__   If so, please explain ________________________________

Have you been hospitalized or had a serious illness within the past 5 yrs?  Y__  N__  If so, please explain 

_______________________________________________________________________________________

Are you taking any drugs or medication?  Y__ N__  If so , please explain ____________________________

Are you allergic or have you reacted adversely to any drug, medication, injection, gas or food?  Y__  N__

If so, please explain _______________________________________________________________________

Did you have or have you had any of the following diseases or problems?

Tested for HIV Virus (AIDS)
Y   N

Do you plan on keeping your teeth?  
Y   N    

Was tested positive

Y   N

Is the appearance of your teeth important

    Heart Problems


Y   N

to you, your job or family?
                             Y   N

Heart Murmur


Y   N

Do you feel you are chewing as well as 

Rheumatic Fever


Y   N

you want?



Y   N

Blood Pressure


Y   N

Are your gums bleeding when brushing?
Y   N

Lung Problems


Y   N

Do you have sores, swelling, or blisters on 

Diabetes



Y   N

your gums, cheeks or lips?


Y   N

Liver



Y   N

Trouble with previous dental treatment?
Y   N

Kidney



Y   N

Have you ever had any injury to your jaw

Abnormal Bleeding

Y   N

or teeth?




Y   N

Cancer



Y   N

Have you ever been told you have gum 

X-ray Radiation


Y   N

disease?




Y   N

Fainting Spells/Seizures

Y   N

Have you ever had to take medication for 

Hepatitis


Y   N

your heart before dental treatment?

Y   N

Arthritis



Y   N

Do you have any disease, condition or 

Disorder (Anemia)

Y   N

problem not listed above that you think we 

Artificial Joint, or Hip

Y   N

should know about?


Y   N







If so, please explain _______________________

WOMEN ONLY




________________________________________


Pregnant now?

Y   N

I understand and agree that, (regardless of my insurance status), I am ultimately responsible for the balance on my account and for any professional services rendered.  I have read all the information on both sides of this sheet and I certify this is correct.  I assign insurance benefits.

Signature __________________________________________________  Date______________________

