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Patient Registration 
(If patient is a minor, please fill in the Parent’s appropriate information.) 

 
Your name (First)_______________________(MI)___(Last)___________________________ 
Address_____________________________________________________________________ 
City____________________________________State________Zipcode_________________ 
 
Date of Birth_____________________________________________Male_____ Female_____ 
Social Security Number________________________________________________________ 
 
Home Phone Number__________________________________________________________ 
Work Phone Number__________________________________________________________ 
Cell Number_________________________________________________________________ 
Occupation__________________________________________________________________ 
Employer____________________________________________________________________ 
Work Address________________________________________________________________ 
 
Married____Single____ 
Spouse’s Name_______________________________________________________________ 
Spouse’s Employer___________________________________________________________ 
 
 
 
General Dentist Name_________________________________________________________ 
Address_____________________________________________________________________ 
Phone Number_______________________________________________________________ 
How were you referred?________________________________________________________ 
 
 
 

DENTAL INSURANCE 
 
Name of Person Responsible for this Account?___________________________________ 
 
Policy Holder________________________________________________________________ 
 
Date of Birth_________________________________________________________________ 
 
Insurance Company___________________________________________________________ 
 
Subscriber ID#_______________________________________________________________ 
 
Social Security#______________________________________________________________ 
 
Group #_____________________________________________________________________ 
 
Employer____________________________________________________________________ 
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Dental History 
 
Do you feel discomfort/pain when the tooth/teeth in question come in contact with: 
 Hot foods or liquids (soup, coffee, etc)?   Yes   No  
 Cold foods or liquids (ice cream, cold water, etc)? Yes   No  
 Sweet or sour food (candy, oranges, fruit, etc)?  Yes   No  
 When you bite down or chew?    Yes   No  
Do any of the above symptoms linger for more than a minute or so?  Yes    No  
Do symptoms wake you up from sleep?     Yes    No  
 
Comments:____________________________________________________________________________________
_______________________________________________________________________________ 
______________________________________________________________________________________ 
 
Informed Consent  
 
We shall try to advise you as to the expected number of appointments necessary, the time needed for each 
appointment, what you may expect from the treatment, and the fee.  It is understood that endodontic treatment is a 
procedure to retain a tooth which may otherwise require extraction.  Although this treatment has a very high degree of 
clinical success, it is still a biological procedure so it cannot be guaranteed.  Occasionally a tooth which has had 
endodontic treatment may require retreatment, surgery, or even extraction.  Even with the best treatment 
approximately 5% of endodontically treated teeth may eventually require extraction. 
 
When your treatment is completed, your tooth will need a final restoration (filling or crown).  Our fee does not include 
this service.  Your referring dentist will render this service which is equally important for the preservation of your 
tooth.  The restoration should be placed a few weeks after treatment is complete.  We will send a report of your 
treatment to your dentist. 
 
DENTAL INSURANCE:  As a convenience to you, our office will fill out the necessary forms and submit them to your 
insurance company. Most insurance companies provide coverage from 50% to 80%. Your coverage may be less 
depending upon remaining coverage, deductible, procedures not covered by insurance but are billable to you and 
other items.. We require a minimum of 30% to 50% of the fee at the time of treatment.  If your insurance payment is 
more or less, your account will be adjusted accordingly. 
If you do not have dental insurance or we are not a participant, your entire fee is due at the time of your treatment.   
 
I hereby authorize Dr. Joseph A Herbst to bill and receive payment directly from my dental insurance. 
 
I understand and agree that I am completely responsible for the entire account despite the fact that I may have 
insurance coverage.  If it becomes necessary to send my account for collections, I understand and agree that I will 
pay all reasonable fees related to collections including but not limited to collection agent fees,  collection processing,  
lawyer’s fees, court costs, and the costs of a private process server to the amount owed. 
 
After 30 days, any unpaid balance would be subject to interest at the rate of 1.5% monthly ($5.00 minimum). 
 
A $100.00 fee will be charged for broken appointments unless a 48 hour notification has been given. 
There is a $35.00 fee for returned checks or stop payment checks. 
 
The below signature also verifies patient receipt of the Notice of Privacy Practices. 
 
I give my permission to discuss my billing and financial information with my__________________________ 
 
Patient Signature_____________________________________________Date___________________________ 
(Guardian Signature If Patient is a Minor) 
 
If you have any questions regarding your treatment or fees, we will be happy to discuss them with you.  Should you 
have any concerns between visits or after completion of your treatment, please do not hesitate to call. 
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For anyone covered by Dental Insurance:  
 
-In the event that the Covered Amount approved by your Insurance 
Company is greater than the fee that we offer you, you and/or your 
agent will be responsible for the higher amount.  In most cases this 
will be the Covered Amount. 
 
(This is necessary to prevent patients from profiting from submitting insurance claims.) 
 
-In the event that your Insurance Coverage, for whatever reason, 
denies and/or does not cover a procedure that Dr. Herbst deems 
necessary for your health and optimal care, you and/or your agent 
will be responsible to pay that fee(s). 
 
 
By receiving this notice, as a patient in our office, you and/or your 
agent are made aware of and accept the terms listed above. 
 
Thank you for your cooperation. 
 
 
 
---------------------------------------------     ----------------------  
Signature                                                 Date 

 


