THE MOGELOF DENTAL GROUP, LLC

MI®I=Ee PATIENT / FAMILY INFORMATION
Patient #
GROUP-LLC
PATIENT’S NAME LAST FIRST MIDDLE DATE OF BIRTH SEX SOCIAL SECURITY #
PATIENT’S ADDRESS STREET APT# CITY STATE ZIP HOME PHONE CELL PHONE
MARITAL STATUS PATIENT’S / GUARDIAN’S EMPLOYER OCCUPATION
aM ds dp Qaw
QJQUNDER AGE 18
WORK ADDRESS STREET APT# CITY STATE Z1P WORK PHONE OK TO CALL WORK
INITIAL
SPOUSE’S NAME LAST FIRST MIDDLE SPOUSE’S EMPLOYER OCCUPATION
WORK ADDRESS STREET APTH# CITY STATE ZIP WORK PHONE OK TO CALL WORK
INITIAL
NAME OF PERSON TO CONTACT IN CASE OF EMERGENCY
RELATIONSHIP WORK # HOME # CELL
WHOM CAN WE THANK FOR REFERRING YOU TO OUR OFFICE?
FAMILY INFORMATION
IF SAME AS ABOVE PLEASE CHECK HERE Q1
LAST FIRST MIDDLE DATE OF BIRTH SOCIAL SECURITY #
ADDRESS STREET APT# CITY STATE ZIP HOME PHONE WORK PHONE
ASSIGNMENT & RELEASE

The undersigned hereby authorize The Mogelof Dental Group Doctors and staff to examine and to take X-Rays, Study Models, Photographs
or use any diagnostic aids deemed appropriate by the doctor(s) to make a thorough diagnosis of the patients’ needs. Upon such diagnosis, |
authorize The Mogelof Dental Group Doctors to perform all recommended treatment mutually agreed upon by me and to employ such assistance
as required to provide proper care.

I consent to the making of video tapes, photographs, and x-rays before, during and after treatment, and to the use of the same by the doctor(s) in
scientific papers or demonstrations or lectures.

I authorize the release of treatment records as may be requested by insurance companies, health care professionals or directly to me, the patient,
at my request.

I authorize any benefits from insurance carriers, otherwise payable to me, made payable directly to Mogelof Dental Group, LLC.

I will be responsible for all balances that exist on this patient account. In any proceeding to enforce the terms hereof, the prevailing party shall
be entitled to recovery of reasonable attorney fees, in addition to any other costs of suit. As the admitting adult, I am responsible for the full
settlement of this minor’s account and I will be responsible for any reasonable collection and/or attorney’s fee in the full settlement of this
account. As the admitting adult, I authorize release of information or assignment of insurance benefits as stated above.

I am aware that I am responsible for rebilling charges applied to this account for late or non-response to monthly statements.
I am aware that I am responsible for a minimum charge of $50 for each occurrence of failure to keep a confirmed appointment in this office
without a minimum of 24 hours notice.

Signature Date
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m THE MOGELOF DENTAL GROUP, LLC
INSURANCE AND FINANCIAL INFORMATION

Patient #

*DENTAL-

GROUP-LLC

We deliver the finest care possible to our patients. To help reduce administrative costs and keep our fees as
reasonable as possible, payment is due at the time service is rendered unless other arrangements have been made in
advance. For your convenience, we accept Cash, Personal Check, Visa, MasterCard, and Discover card.

Today, dental plans are meant to assist you with your dental needs. These plans are NOT intended to cover the
entire dental expense. All co-payments and fees for procedures not covered are to be paid at the time of treatment.
Please remember you are fully responsible for ALL fees charged by this office regardless of your insurance
coverage.

We are not responsible for individual’s insurance companies contracts with individual patients. If you have any
questions regarding coverage of treatment, please call your insurance company first. Be sure to record the name of

the insurance representative with whom you speak.

Upon receipt of your monthly statement, your prompt remittance is appreciated and expected. A monthly payment
plan is available through Care Credit, but must be arranged prior to the start of treatment.

I have read and understand and agree to the financial policy of The Mogelof Dental Group.

Authorized Signature Date Please print name

IF YOU ARE COVERED BY DENTAL INSURANCE, PLEASE COMPLETE THE FOLLOWING

In whose name is the insurance coverage/policy? and

How are you related to insured? Insured  Dependent Both Your SS#

Primary Employer Insured ID# / SS# DOB
Primary Insurance Co. Group# Tel#

Primary Employer Insured ID# / SS# DOB
Secondary Insurance Co. Group# Tel#

Student Status University/College
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