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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:

Contact person
Contact number

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:



APPRECIATED PATIENT LETTER                                   
 

                   FAMILY DENTISTRY 

To our appreciated patient, 
 
We have a purpose – and that purpose is to get sick people well and to prevent the well 
from getting sick.  We also have a personal, professional, and ethical responsibility to care 
for your health to the best of my ability.   
 
Therefore, the following policies must be agreed upon: 
   
1. Our policy is to make your experience in our office an exceptional one.  When we 
succeed, we would appreciate you telling your family and friends about our office. 
 
2.   If you miss an appointment please make it up.  It is critical to your oral health to 
avoid setbacks in the care and maintenance of your teeth and gums.  
 
3. Timeliness is required.  We will see you on time and get you out on time unless there 
is an emergency.  We request that you be on time for your visits.  If you are more than 10 
minutes late, you may have to reschedule your appointment. 
 
4. No-shows are not acceptable.  Failure to make an appointment not only 
compromises your health but inconveniences other patients who may have requested an 
office visit during your scheduled appointment.  If you cannot make an appointment 
(except in the case of an emergency) you are expected to call within 48 hours of your 
appointment to reschedule. There is a $50.00 fee for all no-show appointments and this 
fee is not covered by insurance.  
 
5. Cleanliness and infection control are of the utmost importance.  We have the latest 
sterilization technology and disinfect each treatment room after every patient.  Due to this 
we place high importance on timeliness.  If you were not able to brush before your appt. 
we have toothbrushes, paste, mouth rinse, and floss if needed. 
 
6. Financial: We expect payment in full prior to or at the time treatment is 
provided.  If needed, we have several financial options available. If you have any 
questions, please speak to our financial coordinator prior to beginning treatment. 
 
7. Insurance:  Treatment recommendations are based on your health not on your 
insurance or lack thereof.  If you have insurance it is your responsibility to be aware of 
what your benefits are.  Please remember insurance companies may not be 
concerned about your health or wellbeing –  but we are.  We will provide you with an 
estimate of benefits; however you are fully responsible for any treatment performed.  
Your benefits are a contract between you and your insurance company.  We cannot be 
responsible for what your insurance will or will not cover. By signing this waiver, you give 
permission to submit claims to your dental or medical insurance for the services 
rendered by Dr. Zirker.   
 



8. Upsets:  It is our company policy to ensure the complete satisfaction of all of our 
patients with the service and care they receive at our office.  However, it is possible on 
occasion that there may be a misunderstanding or miscommunication between you and 
our office.  We will do everything in our power to make things right should an upset 
occur.  Please bring it to our attention in an appropriate, respectful, and cordial manner 
at a time that we can give the matter the proper attention it deserves for effective 
resolution.  You can expect that my staff will treat you with the same professional 
demeanor and efficiency, as you would expect from them.  Please see our office 
management team to resolve any upsets you may have with my office or one of my 
team. 
 
9. Emergencies:  It is our goal to eliminate all of the potential dental emergencies you 
may have by providing care for you before it becomes a problem.  In the rare instance 
that you do have an emergency we want you to be assured that we will take care of you.  
In order to do this we would like to define what a true emergency is.  Swelling, bleeding, 
severe pain that has kept you up at night or requires medication, or a restoration in a 
visible area that falls out are all considered emergencies.  If you have any of these 
symptoms we ask that you call us right away.  We will provide you with the next 
available emergency appointment.  We do set aside time each day for emergencies.  
 
 
We greatly appreciate your cooperation. 
 
 
Yours in Health, 
 
 
 
Dr. Zirker & Staff 
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