Corey Mack, DDS
573-635-4852

As required by law, our office adheres to written policies and procedures to protect the
privacy of information about you. Your answers are for our records only and wili be kept
confidential subject to applicable kaws. This information is vital to allow us to provide
appropriate care for you. This office does not use this information {o discriminate.

Name: Last First M}
Preferred Name:

Address:

City: State: Zip:

Home Phone: Ceall:

Email:

Date of Birth: Marital Status:

Sex: M - S5N:
Height: Weight:

Emergency Contact: Relationship:
Home Phone: Ceil:

Preferred Pharmacy:

Any changes in Medical Conditions?

Please list any medications:

Signature:
Date:




Admire Your Smile

Financial Poligy

Thank you for cheosing us as your dental provider. We are commitied to providing you with the highest
quality denital care. The following is a statement of our financial Policy, which we require thal you read,
agree to, and sign prior to any treatment. Please ask if you have any questions sbout our fees, Financial
Policy, or your responsibility upon arrival at your first appointiment,

General
We must emphasize that as your dental care provider our ralationship is with you, our patient, not with
your insurance company. Understand that regardiess of your insurance status, you ars respoensibie for

ihe balance due on your aceount. Your insurance policy is an agreement between you and your

insurance company; we state that all patients are responsible for all charges. We are happy to submit the
claims necessary fo help you receive your full benefits of your coverage; however, we cannot guaraniee
any estimates of coverage. We will do everything possible to see that you receive the full benefits of
your p'olicy by electronically filing your claim the day of service. If payment is not received or your claim is
denied, you will be responsible for paying the full amount at that time. If you are paid by the insurance
company instead of our practice, you then become responsible for the total account balance and payment
would be expected immediately.

Rescheduling and Cancellations

Our team spends an extensive amount of time preparing for your visit. Broken and missed appointments
create scheduling problems for our team as well as other patients. If you must change your appoiniment,
we require 48 hour notige so we may make every effort to accommodate other patients, If proper notice
is not received, your account will accrue a $50.00 fee, which you are respoengible for. If you are more
than 3 minutes late for your appointient you may be required {o reschedule the appointment.

BRelinguent Paymenis
Checks that are returned are subject lo a $25.00 return check fee,

Refund Polley
You may discontinue treatment and request a refund at any time for treatment you did not receive. Please

contact our office if you wish to do so.

t have read and agree te the financial pelicy of Admire Your Smile:

Signature of Palient or Responsible Party:
Date:




