
Welcome to our practice! We are genuinely pleased that you have chosen us for your dental
care. Our practice realizes the importance of referrals and we value them greatly. We are
always excited to see new smiles coming through our door!

At your first comprehensive appointment, your doctor will complete a thorough oral
examination. This includes a complete review of your medical and dental history, all necessary
x-rays and intraoral photos, study models (if necessary), oral cancer screening, periodontal
health evaluation, and examination of your teeth and soft tissues. Following this exam, your
dentist will discuss their findings with you, develop a treatment plan that you are comfortable
with, and then you will be scheduled according to your needs.

Please be prepared for your appointment by completing the new patient registration forms. If
you have dental insurance, be sure to provide all requested information to assist us in the
benefit verification process. Also, please read over our policy section on dental insurance for
more information. If you would like to finance your dental expenses we work with CareCredit
and will be glad to provide you with information about CareCredit and how to apply. If you have
any questions about finances please feel free to ask us at any time.

We ask that you make every effort to keep your appointments. The chair, team and supplies are
reserved just for you on the day of your scheduled appointment. If you need to change your
appointment, please call us at least 48 hours prior to your visit.

We very much appreciate your confidence in us and look forward to meeting with you!

Sincerely,

Dr. DeClerck and Team



                             

FIRST NAME: __________________________ LAST NAME: _____________________________ MIDDLE INITIAL: _____ 

PREFERRED NAME: _____________________________PATIENT IS: POLICY HOLDER: Y / N    RESPONSIBLE PARTY: Y / N  

     ADDRESS: ________________________________________________________________________ 

     CITY: _______________________ STATE: ______________ ZIP CODE: ________________________ 

     HOME: ___________________ CELL: _____________________ (TEXT MESSAGES YES/NO) WORK: _______________ 

     EMAIL: ______________________________________________________________ (RECEIVE EMAILS YES/NO) 

                 SEX: M / F       MARITAL STATUS: MARRIED / SINGLE / DIVORCED / SEPERATED / WIDOWED 

     BIRTH DATE: __________________ AGE: ___________ SOCIAL SECURITY NUMBER: __________________________ 

     EMPLOYMENT STATUS: FULL-TIME / PART-TIME / RETIRED           STUDENT STATUS: FULL-TIME / PART-TIME  

EMERGENCY CONTACT: __________________________________PHONE NUMBER:_____________________________ 

WHOM MAY WE THANK FOR REFERRING YOU: ___________________________________________________________ 

 

INSURANCE INFORMATION 

NAME OF INSURED: ________________________________________________ RELATIONSHIP: _________________ 

     DOB: __________ SOCIAL SECURITY NUMBER: _________________ NAME OF EMPLOYER: _____________________ 

     WORK PHONE: ________________________ ADDRESS: __________________________________________________ 

     NAME OF INSURANCE CO.: _______________________________ PHONE #: ______________________ 

                                            GROUP #: _______________________ ID #: _____________________ 

SECONDARY INSURANCE INFORMATION 

NAME OF INSURED: ________________________________________________ RELATIONSHIP: _________________ 

     DOB: __________ SOCIAL SECURITY NUMBER: _________________ NAME OF EMPLOYER: _____________________ 

     WORK PHONE: ________________________ ADDRESS: __________________________________________________ 

     NAME OF INSURANCE CO.: _______________________________ PHONE #: ______________________ 

                                            GROUP #: _______________________ ID #: _____________________ 

RESPONSIBLE PARTY (IF SOMEONE OTHER THAN PATIENT) 

ARE YOU:      POLICY HOLDER       PRIMARY INSURANCE POLICY HOLDER     SECONDARY INSURANCE POLICY HOLDER 

FIRST NAME: _______________________ LAST NAME: _______________________________ MIDDLE INITIAL: ____ 

     ADDRESS: _______________________________________________________________________________________ 

     CITY: ____________________________ STATE: _____________ ZIP CODE: __________________ 

     HOME: ____________________ CELL: __________________(TEXT MESSAGES YES/NO)  WORK: __________________ 

     BIRTH DATE: _________________ SOCIAL SECURITY: __________________ DRIVERS LICENSE NO.:_______________ 

 

I HAVE RECEIVED / REQUESTED THE HIPAA PRIVACY POLICY ACT AND I UNDERSTAND MY FINANCIAL 

RESPONSIBILITIES TO DECLERCK FAMILY DENTAL (SIGNATURE) _____________________________________________  





Dental History:

Date of your last dental visit: _________________________ Reason for visit:_____________________________

Previous dentist’s name: ____________________________ Phone number: _____________________________

Last x-rays taken: 4 bwx (date) _______________________ Pan/full series: ______________________________

***DO YOU REQUIRE A PRE MEDICATION PRIOR TO YOUR DENTAL VISITS?*** ( Y or N )

If YES, please list reasoning and name of medication: ______________________________________________

Are you currently having any dental problems? ( Y or N )

If YES, please describe: ______________________________________________________________________

How often do you have dental checkups:

Every 6 months ( ) Once a year ( ) As needed ( )

How often do you brush your teeth: _______________ How often do you floss/use dental aides: ____________

Are you satisfied with your teeth’s appearance? ( Y or N )

If NO, please explain: _______________________________________________________________________

Would you like to keep your teeth for the rest of your life? ( Y or N )

Do you feel nervous about having dental treatment? ( Y or N )

If YES, please explain: _______________________________________________________________________

Are any of your teeth sensitive to: ___ HOT ___ COLD ___ SWEETS ___BITING ___CHEWING

Have you noticed any bad odors or bad taste in your mouth? ( Y or N )

Do your gums bleed or hurt? ( Y or N )

Do you frequently get cold sores, blisters or any other oral lesions? ( Y or N )

If YES, please explain: _______________________________________________________________________

Have yourself or a family member experienced any of the following? ___GUM DISEASE ___TOOTH LOSS

Have you ever had: ___ORTHODONTIC TREATMENT ___PERIODONTAL TREATMENT ___ORAL SURGERY

Please check the following that apply to you:

___ Clench/grind teeth ___ Bite lips/cheeks

___ Notice jaw pain/clicking or popping ___ Experience headaches/neck aches/shoulder aches

Please explain any other dental concerns you may have:



Thank you for choosing us for all of your dental needs. We are committed to providing you with
excellent care. Our financial arrangements are based on an open and honest discussion of

recommended treatment options, respective fees, our patient’s financial capabilities and your full
understanding of the content of this form.

PAYMENT

Payment in full is due for your copay at the time services are rendered unless prior financial
arrangements are made. We offer several payment options including:

 Cash, Checks, Visa, MasterCard, Discover and Care Credit
 We offer pre-payment discounts for patients that do not have dental insurance that pay at the

beginning of treatment.
 We offer monthly payment plans in accordance with the office credit guidelines.

Please initial ________

INSURANCE

Our office is committed to helping our patients maximize their benefits. As you may be aware, medical
and dental insurance is becoming increasingly complex. We are always available to answer your
questions. However, your insurance policy is a contract between YOU and YOUR INSURANCE COMPANY
and as a dental service provider, we are NOT PARTY to that agreement. The patient portion of your bill
MUST BE PAID at the time of service. We ask that our patients provide us with COMPLETE dental
insurance information. As a service to you, we will bill your insurance company for services and will
allow 45 days to render payment in full. AFTER 60 DAYS, you are responsible for the entire balance
which is due in full upon request. Insurance policies vary considerably. We try to ESTIMATE your
coverage in good faith, but cannot GUARANTEE COVERAGE or payment amounts by your insurance
company. THIS IS AN ESTIMATE ONLY.

Please initial ________

MINORS

Payment of service for treatment of minors is the responsibility of the adult accompanying that minor at
the time of service unless prior arrangements are made.

Please initial ________



RESERVED APPOINTMENTS

Once you have made an appointment, please remember that this time has been reserved specifically for
you. We are aware of how important your time is, and we ask that should you need to change an
appointment, that you kindly give 48 hours notice. We do reserve the right to charge a cancellation fee
of $75.00. There are also times when prime appointments may require a nonrefundable reservation fee
to hold this time for you.

Please initial ________

SERVICE CHARGE

It is the policy of this office to charge 1.5 monthly (18% annual percentage rate) fee with a minimum
$2.00 charge to all accounts which are over 60 days past due. We will charge a fee of $35.00 for each
returned check.

Please initial ________

COLLECTION FEE

We try our best to minimize the use of outside sources to aid in the collection of fees incurred in our
office but occasionally it is necessary for us to utilize such a company. Any account that is over 60 days
past due may be scheduled for collection. If an account is referred to a collection agency for retrieval of
payment, any discounts or previous professional adjustments given will be forfeited by the patient and
these monies will be added back onto the account. In addition, all expenses relating to such collection
will be charged to the person with financial responsibility for the patient’s account. The minimum fee
charged for collection of an account is $50.00.

Please initial ________

FINANCIAL CONSENT

The patient (or person responsible for the account) agrees to be fully responsible for the total payment
of treatment performed in this office.

Please initial ________
I fully understand and agree to all terms in this office policy.

Names of patients that are the responsibility of the signer (PLEASE PRINT)

_____________________________________________________________________________________
_____________________________________________________________________________________

Signature of patient (or if minor, responsible party):

_____________________________________________ Date: ________________________



HIPAA

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA),
I have certain rights to privacy regarding my protected health information, I understand that

this information can and will be used to:

∎Conduct, plan and direct my treatment and follow-up among multiple healthcare
providers who may be involved in that treatment directly and in-directly.

∎Obtain payment from third-party payers
∎Conduct normal healthcare operations such as quality assessments and physician
certifications.

I have been informed by you of your Notice of Privacy Practices containing a more complete
description of the uses and disclosures of my health information. I have been given the right to
review such Notice of Privacy Practices prior to signing this consent. I understand that this
organization has the right to change its Notice of Privacy Practices from time to time and that I
may contact this organization at any time to obtain a current copy of the Notice of Privacy
Practices.

I understand that I may request in writing that you restrict how my private information is used
or disclosed to carry out treatment, payment or healthcare operations. I also understand you
are not required to agree to my requested restrictions, but if you do agree then you are bound
to abide by such restrictions.

I understand that I may revoke this consent in writing at any time, except to the extent you
have taken action relying on this consent.

Signature: _____________________________________________________________________

Print Name: ____________________________________________________________________

*****PLEASE SIGN PATIENT INFORMATION SHEET*****
THAT YOU HAVE READ AND RECEIVED A COPY

OF THE HIPAA CONSENT FORM AND
FINANCIAL OBLIGATIONS.

THANK YOU



I, __________________________________________, give my consent for my information,
dental and personal, to be shared with the following:

Name: _____________________________ Relationship: ____________________________

Phone Number: _______________________

Name: _____________________________ Relationship: ____________________________

Phone Number: _______________________

Name: _____________________________ Relationship: ____________________________

Phone Number: _______________________

Name: _____________________________ Relationship: ____________________________

Phone Number: _______________________

Patient/Guardian Signature:

_____________________________________ Date: __________________________________
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