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PATIENT REGISTRATION

8/8/2017DATE

First Name:

ID:

Patient Is: Policy Holder Responsible Party

Last Name: Middle Initial:

Preferred Name:

Chart ID:

Responsible Party ( if someone other than the patient )

First Name: Last Name: Middle Initial:

Address: Address 2:

City, State, Zip: Pager:

Home
Phone:

Work Phone: Ext: Cellular:

Birth Date: Soc Sec: Drivers Lic:

Responsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder

Patient Information

Address: Address 2:

City: State / Zip: Pager:

Home
Phone:

Work Phone: Ext: Cellular:

Sex: Male Female Marital Status: Married Single Divorced Separated Widowed

Birth Date: Age: Soc Sec: Drivers Lic:

E-mail: I would like to receive correspondences via e-mail.

Section 2 Section 3

Employment
Status:

Full Time Part Time Retired

Student Status: Full Time Part Time

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg:

Cell Ph.#

Pager #

Emergency Contact

Primary Insurance Information

Name of Insured: Relationship to Insured: Self Spouse Child Other

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits: Rem. Deduct:

Ins. Company:

Address:

Address 2:

City, State, Zip:

Insured Birth Date:

Employer:

Other

Insured Soc. Sec:

Address:

Rem. Benefits: Rem. Deduct:

Address 2:

City, State, Zip:

Secondary Insurance Information

Name of Insured: Spouse ChildRelationship to Insured: Self

Ins. Company:

Address:

Address 2:

City, State, Zip:

Physician Ph. #





 
 

CORD SCHLOBOHM D.M.D. 
4830 Cordell Ave. 

Bethesda, MD 20814 

 
USE and DISCLOSURE of PROTECTED HEALTH INFORMATION 

 
PATIENT ACKNOWLEDGEMENT & CONSENT FORM 

 
The information sheet entitled “Notice of Privacy Practices” provides 
information about how Dr. Schlobohm may use and disclose protected health 
information about you, and is compliant with the requirements of the Health 
Insurance Portability and Accountability Act of 1996(HIPPA). 
 
Our Notice of Privacy Practices states that we deserve the right to change the 
terms described. Should this happen, you will receive a revised copy. 
 
This office does not sell any of your personal information for any reason.  We 
only utilize the information for insurance forms and reimbursements as required. 
 
You have the right to request restrictions on how your protected health 
information may be used or disclosed for treatment, payment, or healthcare 
operations.  We are not required to agree to your restrictions, but if we do we are 
bound by our agreement with you. 
 

Acknowledgement of Notification 
 

By signing below, you acknowledge receipt of our Notice of Privacy Practices. 
 
______________________________                 _________________ 
Patient signature           Date 
 
 

Consent for Use and Disclosure of Information 
 

By signing below, you consent to our use and disclosure of protected health 
information about you for treatment, payment, and healthcare operations.  You 
have the right to revoke this consent, except where we have already made 
disclosures in trust on your prior consent. 
 
I requested that payment of authorized Insurance Carrier benefits be made on 
my behalf to Cord Schlobohm, D.M.D., for any services rendered to me.  I 
authorize any holder of medical information about me to release to the insurance 
carrier for which I have coverage, any information needed to determine these 
benefits or the benefits payable for related services.  I agree to provide all referral 
and treatment plan(s) as required by my insurance carrier(s). 
 
_______________________________       ________________ 
Patient Signature           Date 
 
 

Print Full Name 
 
 



Payment Arrangements 
Dear Patient: 
 
In order to keep our costs down, payment is due when dental services are rendered unless arrangements have 
been made. In an effort to provide our patients with flexible payment arrangements, we have expanded our 
payment policy and financing options. 

 
1. Payment at the time service is rendered with personal check or cash.  
 
2.  Credit Card Payments:  We accept Visa,  Mastercard and American Express  for 
your convenience.  (Also Debit cards) 

 
3. Conventional Statement: A statement will be sent to you at the end of the month for  
     services rendered, which will be paid within 30 days.  There will be a 1.5% monthly  
     service charge for any balances due over 60 days.  This option requires a Quick-Pay  
     credit card  on file which will be used for any balance after 60 days. 

 
4.  Insurance:  We will submit your insurance for you.  If payment is not received within 
     60 days from your insurance company, we will expect payment with Quick-Pay and   
     you will be issued a refund if your insurance company pays. 
 
 If the insurance is a PPO which we are not a preferred provider, the insurance  
 Company will send the payment to you directly.   
 
5. Payment Plans and Financing options: Ask us about options for monthly payment 
plans or CareCredit financing. We will try to find an option that will help you get the 
treatment that you need. 
 
Quick-Pay On File Credit Card Information: ( Required for options 3,4,5) 
We simply maintain your credit card or debit card number on file to satisfy your  
co-payment, deductible or balance due.  If you prefer, one of our staff will call you to 
explain any balance due prior to charging your balance. 
 
Credit Card:     Card Number:_______________________________ Visa/MC/AmEx 
 
           Expiration Date  __________ Last 3 numbers on back_________ 
 
*Patient is responsible for updating credit card information. Your credit card will be charged for any 
outstanding balance over 60 days.  Patient authorizes charging of balance to credit card listed above or any 

card used in the past. 
 
*We consider the patient primarily responsible for the account.  The insurance relationship constitutes an 
agreement between the carrier and the patient. 
 
*In the event that this office must employ an Attorney to collect unpaid amounts, patient 
agrees to pay all expenses, including court costs and reasonable attorney fees. 
 
*There may be a 1.5% service charge applied to any account with balances over 60 days. 

 
I AGREE TO ACCEPT ALL FINANCIAL RESPONSIBILITY FOR DENTAL SERVICES 
RENDERED. 
 
I HAVE SELECTED OPTION  1 2 3 4      (please circle) 
 
______________________  _____________________  __________ 
       Printed name    Signed        Date 


