Spirit of St. Louis Dental
Dr. Jack Wolf, D.M.D.
139 Long Rd. 

     

 PATIENT REGISTRATION
Chesterfield, MO 63005









     

Date:



Patient’s 

Name:



      
                                Sex: M  F        Birthdate:

  
 Age:



Home

Address:





                  City:

                  State:

Zip:



Please






Your

Circle One:   Single    Married    Separated    Divorced
Social Sec. #:





 
Home



Cell



Email 

Ph. #:



Ph. #:



Address:






Your








How Long

Employer: 


Work ph. #:



Employed











    Mother’s
       
     Father’s
Full time student?   Yes / No    If Patient is a minor we need:    DOB:

        
     DOB:




Person Responsible










For account:




Relationship to patient: 







Name of Spouse





Spouse’s (Parent’s)
     
(Parent if minor)




Soc. Sec #: 


     



Spouse’s (parent’s)


Work




Cell
Employer:



Ph. #:




Ph. #




EMERGENCY CONTACT: Name, Address, & Phone #  








Reason for

this visit















How did you hear

about our office?












FINANCIAL POLICY

Thank you for choosing our office as your dental healthcare provider. We are committed to providing you with the highest quality lifetime dental care

Payment is due at the time service is provided. Our office accepts cash, personal checks, Mastercard, Visa, Discover & American Express. Outside financing is available upon request and approval

Missed appointments: Any appointment unkept without 24 hours notice, or for which you are 20 minutes late will also be considered a missed appointment. The fee for a missed appointment will be $50.00.  

Missed appointment fees are not billable to insurance and you will be directly responsible for payment of this fee. 
IF YOU HAVE INSURANCE, THE FOLLOWING POLICIES APPLY: 
• As a courtesy to you we will help you process all your insurance claims. Please understand that we will provide an insurance estimate to you, however it is not a guarantee that your insurance will pay exactly as estimated. Your insurance company and your plan benefits ultimately determine the amount paid. We will, of course, do all we can to make sure your estimate is as accurate as possible
guarantee that your insurance will pay exactly as estimated. Your insurance company and your plan benefits ultimately determine the amount paid. We will, of course, do all we can to make sure your estimate is as accurate as possible.

• All charges you incur are your responsibility regardless of your insurance coverage. We must emphasize that as your dental care provider, our relationship is with you, our patient, not with your insurance company. Your insurance policy is a contract between you, your employer, and your insurance company.

• We ask that you pay the deductible and co-payment, which is the estimated amount not covered by your insurance company, by cash, check, MasterCard, Visa, Discover, or American Express at the time we provide the service to you.
Patient Signature




Date



Dentist Signature
SECONDARY INSURANCE INFORMATION


Subscriber:				     	        Employer:					


Insurance Co.:					


Member ID: 					


Group #:					


Subscriber SSN:				


Subscriber Date of Birth:					








PRIMARY INSURANCE INFORMATION


Subscriber:					


Employer:					


Insurance Co.:					


Member ID:					


Group #:					


Subscriber SSN: 				


Subscriber Date of Birth:						














