
Grcgory S Imhoff D.M.D.
FINANCAL POLICY

Patiert(s) Name:

As t couttesr md added benefit k our tatiet'ts trith ins runce, e trc norc than hapry toJile rou iltsunnce f.D r ou.
florrerct,,!e Io rcIuirc that loa pa! the estimatad percentage fott tusurunce loes not wrlhts Mf rleductihle at the.ime of your

,tderstahd tlttt I om altimateh resttonsible fot all cosls ofdental lrealheht unless other
alrdnsentents hare be.k t ade, in wfitinq, belore the dak af tte drnent

Accototts pasl afue t ore thnrt 30 davs t ttl Barr(tc a nuthlr ! ta I tntLrjt ot t8" o 1PR chdrye to the batance, p"tson.tlbj .fue

R etu rh e.l c hecks will hare r nninun charge of $ 3A.00. Thercdfter the balance is d e in lil w ith either a crelit cdtd or .ash

Brcken appointntent fee of $50.00 per hour \titt artanaticatb-b9!!!g!994-!9Jl3.!!g an Jite for patlents

vhoJail to keq ar resthetl e oppoinhents vithoLt a ,l\hoft notice.

In the erent a .lelinque l ttcc.)unt is pl.tce.l for colleclion. yotLwill be responsiblc lhr .ll 1??| inc rru! in lhe
collection of the tleht.

lfyou askfit credit and/or have an otrlsttutding balance, you hereby authorize us to check your credit and
cnplayment hisltr')). ll/e fiay also dnerer .luestion,t .tbout your crcdit exper[ence riith u.r Casanota and luholl
D.M.D.,P A. llds lhc oplion to rcport your accoLmt stalus b ony credit repolling dge cy such a,J u credil hureau.

tf .to Lt hoa insurunte pp3;9-19g9! thi\ inpart.nt infamdt ion:

Casanova and ImhoJf arc ot in contrdcl teilh an! instiahce compah! olher than Deltd Dental Premiere plah,
A !otherpla will appl.t ifJ,oar polic! offers louthe|reedomlo choose someone outsfuIe tlrc nefioork.

Onj\nr tftt t)isit vevill.a ),.M ins!ftnce conpany ta wtifr yov heneJits an.l will ftvie|| yaur trcntnent plan with you. Since

ih tunce canpanies cha]rye their paynent schedllle\, ve c4 not guaranlee ll&y t|ill nclaallv Dav the estimdle drnount,

pt.tarc undelsrdnl thdt an insuru ce policv is nol at "Dnv all," it it otrh t rr arssittance i vour danlal care. You are
llinotelr rcspottsible for nll cost of your de lal treatment. law ihsulance .onpahy has a rcs?ohsihitily t.\you, hot rs,

therefore you nust ttilue tlle ilsue ||ith theu. Ve hoe na contro! over haw they ndke theil dec isiont, an,l yo , at the pdtie nt with
henefits, cm tnakc a dillerent:e Pledse contact the insl!tunce .anpany inme.liate\ ifthete ale d y concetns We ||ill etten.l this c/e.lit

bt6Addys Aalier thot av Ace poliq rcquires yor p.!y the bdldnce ittfull.

IIosl intumn,! ,()nttll,tics not d percentape of what thev corrsider lo be a custoharv fee fol services' Therefore

lort porLion fi1at! be nare thdn the e!tnnarcd dhtount an loM beatnent plan. BeheJit., nay |ary consi.lerably flom one tlan to the

ne\t dnl dre subject t., eligihilittt pLtn linitatians, yea r meinln!, akd benelts used. The runge of heneli^ depend.' entirc ly an whdt
?\knt (l coterug. O\tensii,e ar Dtninnl) the?urchaser vishes to aller enplq'ees ot 

"Enhers

Thie ya.ti.e hds,rd.t. d ethicdl .te.: isi,1 t. dace.o"tpositu (tu.rh cobted) rt ihst nstuad ofthe nqcuty (siber).filtines !91:!!
poliq, mot either nol Dal for the conposite lillihes or may offer vo an alternale benefil. It i^ ftrt itrportdnt for

),au b know ho\r yn palicr\|o/k\ and it.' henelits.

Ifvou have a v atuestions, plense do not lresitile lo ask beforc we begi anv de lal trettment.

Reslonsible Pott)r's Name
Respotlsible ParO's S,S. #

Relatiohship to Patient
D,O,B.

I atulersta l tlrot I an ultimately rcsponsible for 4ll cosls incuftel. IJ ittsurance applies, I understa d thal I

n ulli ntely rcsponsiblefor t ! baliftce rcrnainilg after inttrdnce has processed a d completed the cldims.

Sig atwe Dtte



MEDICAL HISTORY FORM

Cir! Stare-Zp-

Dale of Birth

Nan€ & Add€s of Efrployer

Seial Sec , ol Spouse

Cl6es1 Elillve no1 in residence

Ccll # (

Single Maried Div

Occupadon_Ciry _Sbte_Zjp

lhone( ) Naoe of Spouse Cell , ( )-

(pusc s OccupaLion & Emplo)er

City stare-ziP-

If comflctiDg this fom for molher person, rvh.l is your relalionship 10 that person2

For ihe follo{ing questions. c;rcle }es orno, Your answers are for our records only and are cons;dered confidential. During you{ initial visit
)ou will be asked some questions aboul your responses lo this questionnaire and there may be additional question concerning your health.

2. Have lhere b€€n any changes in your
3. My last physical examinafion was on

5. 
.Ihe 

name and address of my physician(s) is

healLh$i th in lhepd\ l ledr?. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  . .  . .  -  . -  -  . . . . . . . . . .  Ye\ No

b€enhospital izedinthcpasl5ycars?.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Yes

g non'prescr ipt ion medicinc?.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . - . . . . . . . . . . .  Yes

4 Are you norv under the care ofa physician No
If so, rvhat is thc condition bcing treated?

No

No

6. Hafe you hd any illncss, op.ration. or
Ifso. whal rvas the illness or problern?

'7. Are you taking any mcdicinc(t includin
lf so what m€dication(s) are you raking?

8_ Do you havc or havc you had any ofthe following diseases problems?
a. Damaged hean valves oranificialhean valves, including hean murmuror rheumatic heart disease...
b. Cardiovascular discasc (hcan touble. hean attack. angina, coonary insufficiency, coronary occlusion, high blood

pressure, lor!  blood pressure. aderiosclerosis,  stroke). . . - . . . . . . . . - . . . . . . . . . . . . . . . . . . . . . . - . .  I
I  Do \ou hJ\c(hr,r  pJin upon (\cni , 'n l
2. Are you ever shonof breath after rvild exercise or rvhen lying dorvn?.....-..--.
I  Do )ou'  J l l l ( '  q$( l l "
I .  Do)o| l  ha\e infsm hcan d(fcrrs?.  . . . . .
5.  Dolouha\ercdrdiJ.  pacemal\er1. . . . . . . . . . . . . . . . . . . . .

c.  Al lcrg).  . .

c.  Acrhmaor ha) lc,r '  . .  . .  .

i .  H(pJr,r i . .  jJunJi j (  or  l i t  ( r  J i ,u,c . . .  . . .  . . .  . .  . . .

I  R( 'p i 'dr ' " f  pn'b[m..  \ 'mpLr) \ (mr.  hrun(hrt i , .  crL.  . .
m. Anhr i r i .ornr inf t r l  {v. l lenioinr '  . . . . . . . . . . . . . . . .

.  KiJn(\  r r .ubl \

n.  T,rhcrculo, ic
q l ! \ rsr<nr LULEh or lhJt  proJu(e\  b louJ.. . .  . .

, .  Sc\LdlJt  r ran'mircJ, l
I  FtrJ(  tn . { . rhcr lcur. l ' .Si .J lJ i {J\ ' . .  . . . .  . .

No

No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No
No

No

No
No



v Problem\ oI lhc tmmune i) \ lem
rv. Ani l ic ial jo inls. .

a. Have you cvcrrcquir
b. Have you evertaken C

1t. Have you ever had any treatment for a tumor or growth (including radialion therapy)?......................
12- Are you allergic or have you had a reacfion loi

a,  l , {xalancsthet ics.. . . , .
b.  Penici l l in or oLher rnt ibiot ics.. . . . . . . . . . . . . . .

d.  Barbi tumtes. s(J] l iv( \ .  ur \ lcrping pi l l \ . .

g.  Codeine or olher naKul i ( ,  . . . . . . . .
h [ ,arc\ . .  . . .
i  nth".

13. Have you evertaken Ftn-phen. redux orany form of ftese medications?......
14 Have you evcr talcn Fosrm , Aclonel, Aredia, Zometa or any other bisphosphonatc medicafion used to pievent bone lo6s..
15. Have you had any serious trouble associated with any previous dental treatment?..........-...-...-...........
16. Do you have rny disease, condition, or problem not lisled above that you think I should know aboul?...........................

Yes

Yes

No
No
NO
No
No
NO
No
No

No
No
No
No
No
No
No
No

No
No
No
No
No
No
No

No
No
No
No

19. Do you smoke? Whal do you smoke? How rnany p€r day?

20. Are )ou pregnanr" ...
21. Do you have any problems associated with your menstrual period?..........
22 Ar€ )ou nurt inBl. .

Chi€f D€ntal Complaint

I cedify ftal I have read and undcrsland rhe above. I acknowledge that my questions, if
any. abou. the iquiries set fonh above been have answered to my satisfacdon. I will not
hold my denlist, or any other member of his/her staff, responsible for any effors or
omissions that I may have made in the completion of this form.

Signature of Palient

For completion by the dentist.
Comments on patient intcn_ iews conccrning medical hisloryi

(Dare)

Medical history update:

Dalc

Signature ofDentisl

Signature



Gregury Imhoff D.M D.

Cancellation Nofice

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

I understand and agree to adhere with Dr. Imhoff s
Ofhce policy regarding 48 hour notice for
Cancellations.

Printed name

Signature of patienVparent


