PHILIP F. LOIDA, DDS

FAMILY DENTISTRY

OF STE. GENEVIEVE

Patient Name Preferred Name

First Middle Last
Sex Age Date of Birth Social Security Number,
Home Number, Work Number, Cell Number,
Address City & State Zip
Patient's Email Address Marital Status
Emergency Contact Phone # Relationship to patient
Patient's Employer Occupation(student,name of school)
Employer's Address City & State Zip
Spouse or Parent's Name SS# Date of Birth
Spouse or Parent's Employer Occupation Phone #
Name of Prior Dentist Phone #

PLEASE READ: All charges are due at the time of services. The patient is responsible for furnishing an
_insurance claim form or ID card to our office at time of service.

Primary Insurance Company Employer Employee
Primary Insurance Carriers SS# Date of Birth
Secondary Insurance Company Employer Employee
Secondary Insurance Carriers SS# Date of Birth

Is any member of your immediate family a patient at our office? Include name of family member

Referred By Phone Number

] understand and | agree that (regardless of my insurance status) | am ultimately responsible for the balance on
my account for any professional services rendered. | certify that the above information is true and correct to the
best of my knowledge. | will notify you of any changes in my health status or above information. 1, the
undersigned, hereby agree in the event of default in payment of any amount due to pay additional charge equal
to the cost of collection including agency, attorney fees, and court costs incurred as permitted by the laws
governing these transactions. | hereby authorize the release of any information relating to all claims for benefits
submitted on behalf of myself and/or my dependents. | hereby authorize payment to Family Dentistry of Ste.
Genevieve, Dr. Philip Loida for the dental benefits otherwise payable to me for service rendered. This holds true
for myself and/or my dependents. A photocopy of this assignment shall be considered as effective as the
original.

A fee of $30.00 per appointment will be assessed for patients who miss or cancel more than one time in a
calendar year without 48-hour notice. There will be a $25.00 charge for all returned checks.

If you have any questions, please do not hesitate to ask. We are here to help you get the dentistry you want
and/or need.

Print Name Signature Date




