
 

 

 

 
 
PATIENT INFORMATION Date  ______ /_____ /______ 
 
Patient’s Name _________________________________________________________________ 
 

Address _______________________________________________________________________ 
Birth Date   _____/ _____/ _____    Social Security # _____  - _____  -______ 
Home Phone _________________________  Spouse/Other ________________________ 
Work Phone  _________________________  E-Mail ______________________________ 
Cell Phone  __________________________  Pharmacy ___________________________ 
Employer  ____________________________  Occupation __________________________ 
Emergency Contact Person ______________________________________________________ 
  
What preferred way would you like your reminders: ___ text ___ email ___ phone ___ postcard 
What preferred way would you like your appointment confirmations: ___ text ___ email ___ phone  
 

How did you hear about River Pines Dental : ___________________________________________ 
 
Medications: Have you ever been advised to take antibiotic medication prior to dental 

treatment? ___ Yes ___ No  Name of Prescribed Med.    
 
Date of Last Dental Cleaning:            
 
RESPONSIBLE PARTY INFORMATION   □ Check here if same as above 

Name _________________________________________________________________________ 

Address _______________________________________________________________________ 

Relationship to Patient ____________________   Social Security # ____  - _____  -______ 

Home Phone ____________________________  Birth Date  _______/ ______ /______ 

Cell Phone  _____________________     Email  ___________________________________ 

 

Last First Middle (Preferred Name) 

Street City State Zip 

Last First Middle  

Street City State Zip 

 Full Name Phone Number Relationship 



 
 
 
 
 
 
 

INSURANCE INFORMATION 
 
PRIMARY INSURANCE Insured’s Birth Date ____ /_____ /_______ 
Insured Person’s Name ___________________  _Social Security # _______  - ___  - _____ 
Employer ________________________________  _Insurance Company ___________________ 
Insurance Company Address _____________________________________________________ 
Insurance Phone # ____________________ Group #____________  ID# ________________ 
Relationship to Patient _______ Self ________ Spouse _________ Parent ________ Other 
 
SECONDARY INSURANCE Insured’s Birth Date ____ /_____ /_______ 
Insured Person’s Name ___________________  _Social Security # _______  - ___  - _____ 
Employer ________________________________  _Insurance Company ___________________ 
Insurance Company Address _____________________________________________________ 
Insurance Phone # ____________________ Group #____________  ID# ________________ 
Relationship to Patient _______ Self ________ Spouse _________ Parent ________ Other 
 

**Please bring card with you to your first appointment so we may retain a copy for our records** 
 
 
 



CONSENT FOR USE AND DISCLOSURE OF 
HEALTH INFORMATION 

 
SECTION A: PATIENT GIVING CONSENT 

Name: _______________________________  

Address: _____________________________  

Telephone: ___________________________  

 
SECTION B: TO THE PATIENT – PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY 
Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health information to 

carry out treatment, payment activities, and healthcare operations.  

 

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to sign this 

Consent. Our Notice provides a description of our treatment, payment activities, and healthcare operations of the uses and 

disclosures we may make of your protected health information, and of other important matters about your protected health 

information. A copy of our Notice accompanies this Consent. We encourage you to read it carefully and completely before 

signing this Consent.  

 

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change our privacy 

practices, we will issue a revised Notice of Privacy Practices which will contain the changes. Those changes may apply to any of 

your protected health information that we maintain.  

 

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice at any time by contacting: 

 

Contact Person:                    Monica Parks_________________          

Telephone:                     651-437-5340    Fax: 651-437-3780_____                 

Address:               925 Hwy. 55 Suite #104   Hastings, MN 55033  

 
Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revocation 

submitted to the Contact Person listed above. Please understand that revocation of this Consent will not affect any action we took 

in reliance of this Consent before we received your revocation, and that we may decline to treat you or to continue treating you if 

you revoke this Consent.  

 

PRINT NAME: ________________________ have had full opportunity to read and consider the contents of this Consent 

form and your Notice of Privacy Practices. I understand that by signing this Consent form, I am giving my consent for your use 

and disclosure of my protected health information to carry out treatment, payment activities and health care operations.  
 

SIGNATURE: ___________________________________________________    DATE:  _____________ 

 

PLEASE NOTE:  It is the patient’s responsibility to check their insurance for coverage and 

frequency limitations. The patient is responsible for any unpaid balance remaining after 

insurance.  River Pines Dental uses only Composite (white) fillings unless the patient requests 

Amalgam (silver) fillings.  

 Signature: ___________________________ 
  

 
If this Consent is signed by a personal representative on behalf of the patient, complete the following: 

 

Personal Representative’s Name:_________________________________  Relationship to Patient: _______________  

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT – Include completed Consent in the patient’s chart 

 



 
 

 

 

PATIENT TREATMENT AND FINANCIAL POLICY 

 
Thank you for choosing River Pines Dental as your dental healthcare provider.  We are 

committed to providing you with the highest quality dental care.   
Please Note: Payment is due at the time service is provided. Our office accepts cash, personal checks, 

MasterCard, Visa, and Discover.  

 

Please note: Additional fees will be applied for returned checks. All account balances that are past due 

are subject to a late fee. In the event of non-payment, the patient is responsible for any collection and or 

legal fees associated with collection of balance due.  The collection fee is 40% of the total balance. 

 

Do you have insurance?  

■ As a courtesy to you, we will help you process all of your dental 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. Insurance coverage is subject to limitations, exclusions, waiting periods, 

frequency, age restrictions, deductibles and maximums which are your responsibility. Please contact your 

insurance company for a detail of your benefits. Your insurance company and your plan benefits 

ultimately determine the amount paid. We will do all we can to ensure your estimate is as accurate as 

possible. Your estimated insurance benefit may differ due to a number of reasons, specifically related to 

your plan.  

 

■ 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 and your insurance company. Our 

office is not a party to that contract.  

 

■ Our practice is committed to providing the best treatment for our patients and we charge what is usual 

and customary for our area. You are responsible for payment regardless of any insurance company’s 

arbitrary determination of usual and customary rates.  

 

■ We ask that you sign this form and/or any other necessary documents that may be required by your 

insurance company. This form instructs your insurance company to make payment directly to our office. I 

authorize the release of any information concerning my (or my child’s) health care advice and treatment 

provided for the purpose of evaluating and administering claims for insurance benefits.  

 

■ We ask that you pay the patient portion for all work not covered by insurance at time of service. We 

accept cash, check, MasterCard, Visa, and Discover.  Effective January 1, 2023, we will impose a 



surcharge of 3.5% on the transaction amount when paying with a credit card, which is not greater 

than our cost of acceptance.  *Please note-River Pines Dental DOES NOT profit from this fee* 
 

■ Insurance payments are ordinarily received within 30-60 days from the time of filing a claim. If 

payment is not received or your claim is denied, you will be responsible for paying the full amount at that 

time.  

 

■ We will cooperate fully with the regulations and requests of your insurance company that may assist in 

the claim being paid. Our office will not, however, enter into a dispute with your insurance company over 

any claim.  

 

Minors accompanied by the parent or legal guardian: The parent or legal guardian accompanying a 

minor, who has consented to treatment are responsible for full payment at time of service.  

 

Unaccompanied Minors: The parent or legal guardian is responsible for full payment at time of service. 

Treatment consents and payment arrangements with the parent or legal guardian must be made prior to 

appointment or non-emergency treatment may be denied.  

 

Missed Appointment (s) and Cancellations:  

Our goal is to provide treatment in a timely manner with as few visits as necessary. In order to provide the 

best services to our patients, we require at least a 24-48-hour notice for cancellations or for re-scheduling 

your appointments. We understand that unforeseen circumstances may arise, which may result in 

canceling or missing your appointment. A $50 charge will be assessed for multiple missed, short notice or 

cancelled appointments. Multiple failed appointments may result in being dismissed from the dental 

practice. There is a $50 charge for no call no show appointments.   

 

Consent:  

By signing below, I am stating that I have read, understand and agree to the above terms and conditions. I 

authorize my insurance company to pay my dental benefits directly to my dental office. I understand that 

responsibility for payment for dental services provided in this office for myself or my dependents is due 

and payable at the time services are rendered.  

 

 

 

Patient /Parent name:        Date of Birth:     

                Dependents:         Date of Birth:    

                                              Date of Birth:    

                      Date of Birth:    

                      Date of Birth:    

                      Date of Birth:    

  

 

  

Patient /Parent signature:             Date:    

 

 
*Please retain a copy of these policies for your records* 

 
 



 
925 Hwy 55 Suite 104, Hastings MN 55033 ● (P) 651-437-5340 ● (F) 651-437-3780 

 

 
Authorization for Release of Dental Records 

 

Patient Name to Transfer:          

Date of Birth:       Phone:         

Other Family Members to Transfer:           

                       

 
I authorize River Pines Dental to release my records to: 
Dr. or Dental Office Name:               

Address:       Phone Number:    

Fax Number:      or Email:        

 
 
I authorize River Pines Dental request my records from: 
Dr. or Dental Office Name:               

Address:        Phone Number:    

Fax Number:      or Email:        

 
 
Reason for request:  □ Transferring dental offices     □ Second Opinion     □ Referred out    □ 

Other 
 
 
 
Signature of Patient or Guardian:        Date:    
 
 
If records are digital please email to: frontdesk@riverpinesdental.com 
 

 
 

*I understand that all information I hereby authorize to be obtained will be held strictly confidential 
and cannot be released without my written consent.  I understand that this authorization will remain 

in effect until revoked by me in writing. 

mailto:frontdesk@riverpinesdental.com


 

  


