
HOUSEHOLD INFORMATION
RI\/ERSIDE

Responsible Party Birthday

Mailing Address Physical Address:

City State Zip Code

Home Phone Cell Phone:

Ernail Would you like to receive appointment reminders via: ! fext Email

Birthday

Birthday

ChiId Birthday;

Birthdav

chitd

Birthday

child

Birthday

Birthday

FAMILY INFORMATION (Please list all members of your family you would like on your account.)

INSURANCE INFORMATION (Make sure we make a copy of your primary and secondary insurance cards)

Subscriber's Name

Social Security Number:

REFERRAL INFORMATION (What brought you to visit us?)

I Intemet ! Newspaper

Responsible Party Signature:

WARRANTY: We guarantee all of our work and will replace anl,thing resulting from technique or material error at no cost to
you if you maintain regular 6 month maintenance visits and complete all necessary work. Not doing these things will jeopardize the
success ofthe work we perform. We feel confidant offering this guarantee because we use the best materials and techniques
available.

PRIVACY POLICY: We are committed to keeping all of your informalion private and will not discuss or share personal
information except with those authorized by you. We shred and properly dispose of all documents that have any personal
information on them. Your email is kept private. We fully comply with all provisions of HIPAA. Sign below to verifo you have
received a copy ofour Notice ofPrivacy Practices.

CONSENT TO PROCEDURES: You authorize the doctors and/or the staff at Riverside Dental to pedorm those procedures
agreed upon and within the standard of care on you (or at your r€quest, to your minor child or ward). We commit to informing you
about all procedures. We encourage you to diligently ask us ifyou have any questions about any procedures or their necessity, for
we want you completely comfortable through the entire process.

PAYMENT POLICY:
. You agree to be responsible for your ou,n dental bill. We will do our best to help bill your insurance, but you are responsible if

they do not cover services performed.
. All copayments (or entire fee for patients without insuance) are due at time ofservice.
. We accept cash, credit cards, and checks.
. We offer care credit with 6 or 12 months 0% interest plans.
. You agree to pay any late fees assessed ifyour account becomes past due, interest charges, and agree to pay a 35% collection

fee on any unpaid balance along with all attorney's fees and court costs ifyour account must be turned over to collections.
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I 
Subscriber's Birthday:

Employer:

lorr.,

! Person: f] ehone eoor | ! ottrer
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