
PATIENT REGISTRATION

First Name:

ID:

Patient Is: Policy Holder Responsible Party

Last Name: Middle Initial:

Preferred Name:

Chart ID:

Responsible Party ( if someone other than the patient )

First Name: Last Name: Middle Initial:

Address: Address 2:

City, State, Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Birth Date: Soc Sec: Drivers Lic:

Responsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder

Patient Information

Address: Address 2:

City: State / Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Sex: Male Female Marital Status: Married Single Divorced Separated Widowed

Birth Date: Age: Soc Sec: Drivers Lic:

E-mail: I would like to receive correspondences via e-mail.

Section 2 Section 3

Employment
Status:

Full Time Part Time Retired

Student Status: Full Time Part Time

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg:

age
Referred by whom?
Why seeking care?

Primary Insurance Information

Name of Insured: Relationship to Insured: Self Spouse Child Other

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits: Rem. Deduct:

Ins. Company:

Address:

Address 2:

City, State, Zip:

Insured Birth Date:

Employer:

Other

Insured Soc. Sec:

Address:

Rem. Benefits: Rem. Deduct:

Address 2:

City, State, Zip:

Secondary Insurance Information

Name of Insured: Spouse ChildRelationship to Insured: Self

Ins. Company:

Address:

Address 2:

City, State, Zip:

Date of last exam:
Are you in pain?

If yes, where?





 

  
FAMILY DENTAL CARE PARK RIDGE                                                                         PH: (847)692-6800  

                parkridgedds.com 
 

 
912 BUSSE HWY 

PARK RIDGE IL, 60068 
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PREVIOUS DENTIST INFORMATION 
Dentist:       Telephone:        
Clinic/Facility:        
Address:        
                    
 CITY ST ZIP CODE  

Reason for changing:        
 

 

DENTAL HISTORY 
ORAL HEALTH: EXCELLENT GOOD FAIR POOR 
Date of Last Dental Visit:       Treatment Type:         
     

Would you like to have an oral cancer screening? Y N  
  

Y N Are you currently having dental discomfort? If yes, explain:        
Y N Any unhappy/unpleasant dental experiences causing dental 

anxiety?  If yes, please explain:  
  

Y N Any injuries to mouth/teeth/head? If yes, explain:        
Y N Any extractions or missing teeth?  
Y N Are you interested in dental implants?  
Y N Orthodontic appliances now or in the past?  
Y N Gums bleed when brushing or flossing?  
Y N Have you had any periodontal treatments?  Grafting? Y N  
Y N Any concerns about the appearance of your teeth?  
Y N Any sensitivity to hot, cold, sweets, and /or pressure? Circle all that apply.  
Y N Do you clench or grind your teeth?  If so, do you wear a night guard or splint? Y N  
Y N Do you floss regularly? How often?  

         
 What type of toothbrush do you use?  
         
The most important concerns regarding my dental treatment are:  
        
What factors are most important for your satisfaction with our office?  
        
Any additional concerns/comments?  
        

   
 

CHILD/MINOR PATIENTS:  PLEASE ANSWER THE FOLLOWING QUESTIONS: 
Y N Any mouth habits? (thumb sucking, nail biting, mouth breathing, nursing/bottle habits, pacifier, etc.)  

        
Y N Any unusual speech habits? If yes, explain:        
Y N Any lost teeth?  If yes, list:        
Y N Does the patient receive assistance with brushing and flossing?  If yes, how often?  

        
 

 

 



Notice of Privacy Practices Acknowledgement  

Family Dental Care Park Ridge  

912 Busse Hwy  

Park Ridge, IL 60068  

847-692-6800  

  

  

  

I understand that, under the Health Insurance Portability and 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 indirectly.   

-Obtain payment from third-party payers.  

-Conduct normal healthcare operations such as quality assessments and physician 

certifications.  

  

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. Please allow 

the following person(s) to make changes to and schedule appointments or request specific 

information to provide payment for services I have received.   

  

Authorized Persons (Spouse or Relative):                                                                                   .  

  

I have received, read, and understand your Notice of Privacy Practices. I understand that this 

office has the right to change its Notice of Privacy Practices from time to time and that I may 

contact this office at any time at the address above to obtain a current copy of Notice of 

Privacy Practices.  I also understand I am not to agree to my requested restrictions, but if I 

do agree, then I am bound to abide by my restrictions.   

  

Patients name:                                                                                                                                 .  

Signature:                                                                                                         Date                        .  

Signor’s Relationship to Patient:                                                                                                   .  
  

  

  

  

  

 

OFFICE USE ONLY  I attempted to obtain the patient’s signature in acknowledgement on this Notice of Privacy 
Practices acknowledgement, but was unable to do so as documented below.   

 Date:                      Initials:                      Reasons:                                                                                             . 

  



Family Dental Care Park Ridge 

 
Financial Guidelines 

 Payment for treatment is due and payable the day services are rendered. It is our goal, however, to assist all of our 

patients in obtaining the dental treatment they deserve. Therefore, we are pleased to offer several payment options. 

Please read the following carefully. Our financial coordinator will answer any questions you may have, and assist you in 

selecting the appropriate financial plan for your needs. 

For your convenience, we offer the following financial options:  

1. In addition to personal checks and cash, we also accept payment through MasterCard/Visa, American Express, and 

Discover. 

2. Dental Insurance 

 We are happy to file insurance claims and assist you in obtaining the maximum benefits specified in your contract. 

However, please keep the following in mind: 

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

contract. We will do our best to ESTIMATE your coverage, and file your insurance on your behalf. Not all dental services 

are necessarily covered under your dental insurance plan. It is essential that you read and understand your coverage and 

pay special attention to any preauthorization requirements, exclusions and waiting periods.  

• Our office policy states that you are totally responsible for your bill. The ESTIMATED patient portion of the fee is due at 

the time of service. If a balance remains after we receive payment from your insurance carrier within 30 days we will 

notify you. Failure of your insurance carrier to reimburse our office within 30 days will result in our billing you directly for 

the remaining balance.  

• We are committed to providing the highest quality of care. Our treatment recommendations and the dental services 

we provide are in the best interest of the patient's health. The patient is responsible for payment in full regardless of an 

insurance company's arbitrary determination of treatment necessity. 

 • Our participation in a Preferred Provider Organization (PPO) is a contract between this office and the organization to 

provide dental services for the negotiated network fee schedule. Individual coverage and benefits will vary within the 

organization and are dependent on the contract between you, your employer and the insurance company. While we 

guarantee our fees will not exceed the network fee schedule, we cannot be responsible for variances in coverage and 

benefits within the PPO. 

• If your coverage changes for any reason, please notify the office immediately. By signing this form, you have read and 

understand our policy. Any denials or insurance payments less than estimated will be your responsibility. Payment will 

be due upon our billing cycle. All estimated out of pocket fees and deductibles are due the day of treatment. Ask our 

office regarding our financial options before your visit, or if you have any questions regarding your insurance and our 

policy. 

 

I have read the Financial Policy. I understand and agree to this Policy.  

 

________________________________________________________ ____________________  

Signature of Patient or Responsible Party      Date 



24 Hr Cancellation and No-Show Policy  

Family Dental Care Park Ridge 

 Office hours are by appointment and we do value your time. This office is a private 

practice dental office and not a dental “clinic.” Appointment time is reserved for you alone. 
Where appropriate, we prefer to schedule longer appointments so we can complete as much 

needed dental treatment as possible during one appointment. We feel this type of scheduling 

will cause minimal disruption to your daily schedule and will provide efficiency in completing 

your dental care. When you make an appointment, please be sure that you will be able to keep 

it. 

 Emergencies and unforeseen patient treatment problems may arise, causing schedule 

changes. Emergencies are unexpected and seem to come at the most inconvenient times. If you 

have a dental emergency that needs immediate attention, we will always offer to see you at 

once. We expect that other patients who might be slightly inconvenienced by this will 

understand the situation. At some point, they may need the same courtesy too. 

  Like many offices, this office takes many steps to confirm your appointment. We will 

call you a week before, two days before, and you will receive emails/text messages. Please 

make a note of any dental appointments we have scheduled in a place where you will be easily 

reminded. If you cannot make an appointment as scheduled, please notify the office. There will 

be a charge of $50 per 1 hour of scheduled time for broken hygiene appointments or $100 per 

1 hour of scheduled time for appointments with Dr. Demas, Dr. Diaz, or Dr. Caraba if the 

appointment is cancelled with less than 24 hours’ notice for your appointment. 

 By signing this form, you are acknowledging that you understand and are in agreement 

with our policy regarding cancellations and not showing to appointments. If you have any 

questions about our appointment cancellation and no-show policy, please feel free to ask us.  

Please circle below the form/s of communication that you would prefer to receive regarding your appointment: 

Text Message      Phone call the day before 

Email          -T o Cell         -To Home            -To work 

 

Print Name:____________________________________ 

Signature:______________________________________ Date:__________________ 


