Gregory S Imhoff D.M.D.
FINANCIAL POLICY

Patient(s) Name:

As a courtesy and added benefit to our patients with insurance, we are more than happy to file your insurance for you.
However, we do require that you pay the estimated percentage your insurance does not cover plus any deductible at the time of your
appointment.

1 , understand that I am ultimately responsible for all costs of dental treatment unless other
arrangements have been made, in writing, before the date of treatment.

Accounts past due more than 30 days will generate a monthly 1.5% interest or 18% APR charge to the balance, personally due
Jrom you.

Returned checks will have a minimum charge of $30.00. Thereafter the balance is due in full with either a credit card or cash.

Broken appointment fee of $50.00 per hour will automatically be charged to the credit card on file for patients

who fail to keep or reschedule appointments without a 48hour notice.

In the event a delinquent account is placed for collection, you will be responsible for all fees incurred in the
collection of the debl.

If you ask for credit and/or have an outstanding balance, you hereby authorize us fo check your credit and
employment history. We may also answer questions about your credit experience with us. Casanova and Imhoff
D.M.D.,P.A. has the option to report your account status to any credil reporting agency such as a credit bureau.

If you have insurance Qlease read this important information:

Casanova and Imhoff are not in contract with any insurance company other than Delta Dental Premiere plan.
Any other plan will apply if your policy offers you the freedom to choose someone outside the network.

On your first visit we will call your insurance company to verify your benefits and will review your treatment plan with you. Since
insurance companies change their payment schedules, we cannot guarantee they will actually pay the estimated amount,

Please understand that an insurance policy is not a “pay all,” it is only an assistance in your dental care. You are

ultimately responsible for all cost of your dental treatment. Your insurance company has a responsibility toyyou, not us;
therefore you must pursue the issue with them. We have no control over how they make their decisions, and you, as the patient with
benefits, can make a difference. Please contact the insurance company immediately if there are any concerns. We will extend this credit

for 60 days. After that our office policy requires you pay the balance in full.

Most insurance companies pay a percentage of what they consider to be a customary fee for services. Therefore
your portion may be more than the estimated amount on your treatment plan. Benefits may vary considerably from one plan to the
next and are subject to eligibility; plan limitations, yearly maximums, and benefits used The range of benefits depends entirely on what
extent of coverage (extensive or minimal) the purchaser wishes (o offer employees or members.

This practice has made an ethical decision to place composite (tooth colored) fillings instead of the mercury (silver) fillings. Your

policy may either not pay for the composite fillings or may offer you an alternate benefit. it is very important for
vou to know how your policy works and its benefits.

If vou have any questions, please do not hesitate to ask before we begin any dental treatment.

Responsible Party’s Name Relationship to Patient
Responsible Party’s S.S. # D.O.B.
I understand that I am ultimately responsible for all costs incurred. If insurance applies, I understand that 1

am ultimately responsible for any balance remaining after insurance has processed and completed the claims.

Signature Date




MEDICAL HISTORY FORM
Date

Name Preferred Name

First Middle Last
Address City State Zip
Home Phone ( ) Cell #( ) Business Phone ( )
Date of Birth Single Married Div Widowed Social Sec #
Name & Address of Employer Occupation City State Zip
Closest relative not in residence Phone( ) Name of Spouse Cell #( )
Social Sec # of Spouse Spouse’s Occupation & Employer
Address of Employer City State__Zip
Personal E-Mail Referred by

If completing this form for another person, what is your relationship to that person?

For the following questions, circle yes or no. Your answers are for our records only and are considered confidential. During your initial visit
you will be asked some questions about your responses to this questionnaire and there may be additional question concerning your health.

1. Are youin g2ood health?. ..o e ... Yes No

2. Have there been any changes in your health within the Past YEar? ... Yes No

3. My last physical examination was on

4. Are you now under the care of a phySICIANT. ... e e Yes No
If so, what is the condition being treated?

5. The name and address of my physician(s) is

6. Have you had any illness, operation, or been hospitalized in the past 5 years? ... Yes No
If so, what was the illness or problem?

7. Are you taking any medicine(s) including non-prescription medicine? ... Yes No

If so what medication(s) are you taking?
8. Do you have or have you had any of the following diseases problems?

a. Damaged heart valves or artificial heart valves, including heart murmur or rheumatic heart disease.............c.cc....... Yes No

b. Cardiovascular disease (heart trouble, heart attack, angina, coronary insufficiency, coronary occlusion, high blood

pressure, low blood pressure, arteriosclerosis, stroke) “1 Yes No

1. Do you have Chest pain UPOM EXETHOMT .....c.i ittt ettt b et es bbb e s bt et sb s bcens bbb sh st sone sieerens Yes No

2. Are you ever short of breath after wild exercise or when lying down?.........coooiiiiiii e Yes No

3. DO YOUT ANKIES SWEILT .ttt ettt b ekt b e e bbb e r s Yes No

4. Do you have inborn heart delEctsT ... e e et Yes No

5. Do you have a cardiac PaCEMAKEIT ........coiieiieeiee ettt eae e et e et e e sbe e sbeesae e sae e e e eaeeeaeenbe et e snbe s e eran s enes Yes No
G ANBESY v Y S A A A T S O B P S SR oA Ve Yes No
] TS ORI s o i s o e 5 3 T o A 5 A S i R R SR S Yes No
Bl AR A T AN FE VB cunumon oo smo s s s 0 0 U S 5 S A s TR s U SRR R T Yes No
T BATDNG SPElIS Or BRI IO cvvrvsriasts v e v o s S0 P o o G T A s s B s e o Yes No
g. Persistent'diarrhiea or recent WelZht oSS i s i i s s L v U it LR et s i sty Yes No
H,  DIabetes o mmmn s R Yes No
i. Hepatitis, jaundice or liver discase Yes No
j. AIDS or HIV infection.......c..ccooveeeiiinee v, Yes No
K. THYTOIA PTODIBITIS «...eiviiiti ittt et e e b e e e e e eb et e bt etseeebeeeseeebeeshe e s eanseanseesssesseessenbaensemsennsenneereanes Yes No
I.  Respiratory problems, emphysema, BronChitis, €1C. w.....ouiieriiiiiieicie it s sseeneenssnn Yes No
m. Arthritis or painful SWollen JOINES ... e e Yes No
H: SO U T O I DT AGIOTIR . c.ccnwesimmimmsnnnnsie svssans cos uenis s e 5w 63 0w 5 s S A M S o 6 58 S M S S B S Yes No
o. Kidney trouble.....oooveeenn, R S R B R A o S SR N T SO S R Yes No
D DB RCUIDSIS oo ssusaammmsninimmsmms o s s oo S5 s R 2 S ST i A R T P R Yes No
¢ Persistentcough or that proFites DIODU: s minsimmsive s s s s s sy s b s s e s s Yes No
t. Persistent Swollen. SlANAS D BECR o s s i 1 B o B L T b G s S T S Yes No
8. SexXually Transhiitte dTTSEASE (oo s e e L e S ER SV G i S i e B S e it Yes No
L.

Epitepsy or othel nearological diseame. i i s i s i i el o s eSS i e s Yes No



u. Problems with mental health........c........... T Yes No

Vi Problems: O e T e S S T v o s S S e R s sy Yes No
W AT T Al O T i S e o N S A VG e B A S e o e Yes No
9 Haveyon had abnormal bleeding:? coconimaisi s s S s Yes No
a; Havewoueverreqiived:a:blood bransPusion s i N s R s S e Yes No
b. Have:vou ever taken Coumadin or Plavix d i i i i i1 50005 vns st satenbnssaat st ssnssantssstssntensessaensanssssgssnas samesssns Yes No
10. Do you have any blood disorder such as anemiaZ....... ..ot en Yes No
11. Have you ever had any treatment for a tumor or growth (including radiation therapy)?........ccccoeiiiievniiienciceeenes Yes No
12. Are you allergic or have you had a reaction to:
He  LOCALAINERURETIOS ovunmnasnrs s rrmoim s fo s om0 SR S A A S A LN Y A S R N R T Yes No
B P i O e T T S IREET s oot o s R0 o B A S R SR S A ¥ SR b T R R Yes No
Go SUMA RIS coivsirvmmnisissanssives s s aesis s i v s sins e e s R N A S R e R Yes No
d. Barbiturates,; sedatives; o sIEEDIMB PHIS ...cviismimmnmimsiom s i s bt ie s s s i s e s e Yes No
€ EPTITT uis ssas s i oos e i B B T e T e A S L U T S R TR v S K i Yes No
R Lo o Yes No
2 OdeiNe OF Ol OT TAT O I s v T e v e e T S h e e B s e s B i e e T Yes No
B e e T T R S R e Yes No
i. Other
13. Have you ever taken Fen-phen, redux or any form of these medications?............coeveieieiiiiieeisee e Yes No
14. Have you ever taken Fosamax, Actonel, Aredia, Zometa or any other bisphosphonate medication used to prevent bone loss.. Yes No
15. Have you had any serious trouble associated with any previous dental treatment?............oooeevieeveeicveieesee e Yes No
16. Do you have any disease, condition, or problem not listed above that you think I should know about?........................... Yes No
17. Are yOU Wearing CONACE IEMSEST .....cciiciieitieitiiiticeeie i e ere et e esaeeabe s e eaeebseereesbae sbeeeseamaesnaeseeebnsebessaeessnesseensernsensesbnsasensseneenns Yes No
18. Are you wearing removable dental apPHANCES? ... sis e nssnesisns s siosisssnsantsnsns sasssonassonssisnssisuass Yes No
19. Do you smoke? What do you smoke? How many per day? Yes No
Women
D0: AT YOl PIBEITATI i st v e s s s s e e T S e s e Yes No
21. Do you have any problems associated with your menstrual period?.........coooiiiiiii e Yes No
B AT O TSI TN T v v o B 0 0 S 0 B o Vs s b Yes No
23: Arevoutaking bitth-controkpills s R SRR R Yes No

Chief Dental Complaint

I certify that I have read and understand the above. I acknowledge that my questions, if
any, about the inquiries set forth above been have answered to my satisfaction. I will not
hold my dentist, or any other member of his/her staff, responsible for any errors or

omissions that I may have made in the completion of this form.
i

Signature of Patient

For completion by the dentist.
Comments on patient interviews concerning medical history:

(Date) Signature of Dentist

Medical history update:
Date Comments Signature




Gregory Imhoff D.M.D.

Cancellation Notice

Recently, we have had some challenges with patients not
Understanding our guidelines on canceling appointments.

We require that if you are unable to keep you’re scheduled
Appointment, that you give us 48 hours notice. In that way, we
Are able to provide an opportunity for another patient to
Benefit from that appointment time.

Please be advised that there is a $50 per hour fee for missed
Appointments or short notice cancellations.

Date

[ understand and agree to adhere with Dr. Imhoff’s
Office policy regarding 48 hour notice for
Cancellations.

Printed name

Signature of patient/parent




