
“GETTING TO KNOW YOU” 
 

 

 

How important is it for you to keep your teeth healthy for a lifetime? 

 

 

If you could change one thing about your smile, what would it be? 

 

 

What things are important to you about your dentist and/or dental practice? 

 

 

What would you like to know about your dentist? 

 

 

Please rate your last dental experience 1-10, 10 being the highest. _____ 
Would you like to explain? 

 

 

Do you get reoccurring cold sores? 
 

 

Do you snore or have you been told you snore? 

 

 

Do you clinch or grind your teeth? 

 

 

Do your get migraine headaches? 

 

 

Are you interested in learning more about Botox and Juvederm and how it can 

enhance your smile? 







                                                  

                                                                                                                                                                                                         

PATIENT       INFORMATION       SHEET 
  
THANK YOU, for selecting us.  To help us meet all your dental health needs, PLEASE fill out form                             

completely.  All information is held secure and protected by our office to conform HIPPA regulations.    
 

Patient’s Name:  ________________________________________(______________)     Date:______________  

                                First                 M Initial                    Last               (PERFERRED NAME) 
   
Patient’s Birth date:   _____________________         Patient’s Social Security No. ________________________ 

 

    Is Patient:  Male __ Female __         Is Patient:   S__   M __   Divorced __   Widowed __   Minor Child __ 

 

IF Minor, Parent’s Or  Guardian’s Name:   _____________________________________________________ 
                                                                               First                                        M Initial                          Last 
------------------------------------------------------------------------------------------------------------------------------------- 
 
Address:  ________________________________________________________________________________ 
                       Street/PO Box                                    City                                                            State                      ZIP 

 

Home Landline Phone: ____________________  Cell Phone: ____________________  E-Mail: ___________________ 
 
    Driver’s License Number:  ____________________         Social Security No: _________________________ 
 
Employer:  ________________________________________      Wk Phone: _____________________ x _____  
       
Employer Address:  ___________________________________________________    How Long? ___________ 
                                     Address                       City                               State             ZIP   
             

Closest Relative NOT living in Household: __________________________   _______________&_______________ 
                                                                                 Name                                          CELL              & Home Landline Phone # 
Person to Call in Case of Emergency (Other Than Spouse):                                                
______________________________________________________     _______________&_______________ 
                    Name                                      Address                                                                CELL              & Home Landline Phone #             
   

          Referred to Our Office By:  ____________________________________________________________ 
 
SPOUSE INFORMATION: 

Full Name of Spouse:  ______________________________________    Birth date: _____________________ 
 
SS#:  ___________________________________   Phone:  _____________________________ Cell or Home 
 
Occupation: ____________________ Employer: ______________________________   How Long: _______ 

 

Employer Address: ________________________________________________________________________ 
                                                     Street                                         City                                           State                     ZIP 

                                     Work Phone #    (_______)    ________________________     x ______    
 
PERSON RESPONSIBLE FOR ACCOUNT: 
 
Name: (If different from Patient) ____________________________________ Birth date: _______________ 
 
        SS#:  __________________________                    Driver’s License #: _________________________ 
 
Home Address:  ___________________________________________________________________________ 
                                        Street/PO Box                                        City                                                State                    ZIP 

Home Landline Phone:  __________________________ Employer:____________________________________ 
 

     Work Phone:  ____________________________            Relationship to Patient: _____________________ 
 
PLEASE, TURN form OVER and COMPLETE ALL INFORMATION, SIGN AND DATE, THANKS 



 

 

 

       

_____   I have NO dental insurance to cover any of my dental treatment. 

 

Otherwise, complete information below. 
 

 

DENTAL INSURANCE – PRIMARY INSURANCE    

Full Name of Person Carrying Ins: ______________________________________________________ 
                                                                     First                                     M Initial                                Last 

 

    SS#:  _________________________                 Personal ID#:  ______________________________ 

                                              Both of these numbers must be provided for us to file your insurance. 

 

   Birthdate:  _____________________   Relationship to Patient: ______________________________ 
 
Name of Employer Carrying Ins: _______________________________________________________ 
 
Dental Insurance Carrier: ___________________________________ Group Number: _____________ 
 
Ins. Address: ____________________________________________ Phone #: ___________________ 

 
                                  . 
 

 

 

DENTAL INSURANCE – SECONDARY INSURANCE    
  
Full Name of Person Carrying Ins: ______________________________________________________     
                                                                  First                                     M Initial                                Last                 

 

    SS#:  _________________________                 Personal ID#:  ____________________________    

                                      Both of these numbers must be provided for us to file your insurance.      

 

         Birthdate:  _____________________   Relationship to Patient: ___________________________          
 
Name of Employer Carrying Ins: ________________________________________________________    
  
Dental Insurance Carrier: ___________________________________ Group Number: _____________  
 
Ins. Address: ____________________________________________ Phone #: ___________________ 

 

 

 

I certify that I (the patient or parent/guardian of patient) have completed all information 

to the best of my knowledge.  Regardless of any insurance, I am totally responsible for 

total balance of the account for all professional services performed on my behalf or 

dependent(s).   
 

         _____________________________________________           ________________________   
         Signature of Patient (or parent/guardian, if minor)                                           Today’s Date 



JOPLIN DENTAL ARTS 
510 W. 32

nd
 Street 

Joplin, MO  64801 

 
OFFICE POLICY 

Payments:                                                                                                                                           

Payment for treatment is due in full at time of service. When scheduling treatment half must be paid at 

time of scheduling appointment and the other half on day of or before services are rendered. Any special 

arrangements for payment must be made prior to treatment with your financial coordinator or office 

manager. _______________________________________________________________________Initial 

Dental Insurance:                                                                                                                                      

Our office files insurance claims as a courtesy to our patients. Employers offer dental benefits to help 

employees pay for a portion of the cost of their dental care. Dental plans are designed to share in the cost 

of your dental care, not to completely pay for those cost. The amount your plan pays is determined by 

your employer with the insurance carrier. Your dental coverage is determined not by your dental needs – 

but by how much your employer contributes to the plan. Our office can only estimate insurance coverage 

from information provided by your insurance carrier. Your insurance carrier makes the final payment 

determined on each claim for treatment. Any portion of co-payments and/or out of pocket expense must 

be paid for at the time of scheduling and time of dental services. ___________________________Initial 

Dental Warranty                                                                                                                                

Unfortunately there are times when dental treatment may fail, because of this, We will warranty dental 

treatment that is paid in full. We will cover in full restorations for 2 years and all other treatment for 5 

years, only if patients follow the Joplin Dental Art’s recommendation for treatment, home oral hygiene 

care and continuing care. All patients must maintain hygiene visits recommended by hygienists.___Initial 

Cancelations, Reschedules and No Shows                                                                                                           

Any cancelations or rescheduling should be done as soon as the patient becomes aware of any changes. 

Out of courtesy to our other patients and dental team, we request two full business day minimum notice. 

This policy allows our office to provide timely service to all our patients that need appointments. If a 

patient does not call to cancel or reschedule an appointment, or does not show, it is possible that the 

patient may or may not be eligible to reschedule for future appointments. A $25 office fee per each 

missed hour will be charged. Our office is open for business Monday through Thursday 7am to 5pm. 

_______________________________________________________________________________Initial 

I assume the responsibility of updating any changes in the “Patient Information” and “Health History” 

forms at future visits. I consent to the dental treatment deemed necessary by Joplin Dental Art’s with the 

understanding of a mutual agreement before treatment begins. Joplin Dental Art’s will assist in filing 

dental insurance when eligible, but I understand I am responsible for all cost of any collection fees, 

including reasonable attorney fees. ___________________________________________________Initial 

I consent to Joplin Dental Art’s taking photographs, videotape, and or digital recordings for marketing 

and training purposes.______________________________________________________________Initial 

We would like to notify you that we record all phone calls for training purposes. 

 

Signature of patient or legal guardian:____________________________________Date:___________ 



 

Robert W. Renger, D.D.S. & Gregory B. Kivett Jr., D.D.S 
 

ACKNOWLEDGEMENT OF RECEIPT OF 
NOTICE OF PRIVACY PRACTICES 

 
I,       , have reviewed and received a copy of this office’s 
Notice of Privacy Practices explaining: 

        1.    How Joplin Dental Arts will use and disclose my protected health information. 

        2.    My privacy rights with regard to my protected health information. 

        3.   Joplin Dental Arts obligations concerning the use and disclosure of my protected health information. 

QUESTIONS AND COMPLAINTS 
If you want more information about our privacy practices or have questions or concerns, please contact us. 
If you are concerned that we may have violated your privacy rights, or you disagree with a decision we made about access to your 
health information or in response to a request you made to amend or restrict the use or disclosure of your health information or to have 
us communicate with you by alternative means or at alternative locations, you may complain to us using the contact information listed at 
the end of this Notice.  You also may submit a written complaint to the U.S. Department of Health and Human Services.  We will provide 
you with the address to file your complaint with the U.S. Department of Health and Human Services upon request.  We support your 
right to the privacy of your health information.  We will not retaliate in any way if you choose to file a complaint with us or with the U.S. 
Department of Health and Human Service. 

                                                Contact Person:  Megan Kivett or Sue Layton_____ 

                                Telephone:  417-781-6767___   Fax:  417-623-5177_________________ 

                                E-mail:      sue@joplindentalarts.com____________ 

                                Address:  510 W. 32
nd

 Street Joplin, MO 64804_____________________ 

PLEASE Print Name:  ____________________________  Signature: ____________________________________     

Today’s Date:  ______________________ Relationship to Patient (if patient is a minor):__________________________________   
__________________________________________________________________________________________________________ 

For Office Use Only 

We attempted to make good faith effort to obtain written acknowledgement of Receipt of our Notice 
of Privacy Practices, but acknowledgement could not be obtained because: 

 Individual refused to sign    (Date of Refusal)  _____/_____/_____/ 

 Communications barriers prohibited obtaining the acknowledgement 

 An emergency situation prevented us from obtaining acknowledgement 

 Other (Please Specify):   _____________________________________________ 

  

  

 
© 2002 American Dental Association 
All Rights Reserved 
 
Reproduction and use of this form by dentists and their staff is permitted.  Any other use, duplication or distribution of this form by any other party requires 
the prior written approval of the American Dental Association. 

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002). 



        Robert W. Renger, D.D.S. & Gregory B. Kivett Jr., D.D.S.  

         CONSENT FOR USE AND DISCLOSURE     

                 OF HEALTH INFORMATION 

SECTION A:  PATIENT GIVING CONSENT 
 
Name:  _________________________________________________ 

Address:  _______________________________________________ 

Telephone:                        E-mail:  _____________________________________ 

Social Security Number:   _______        Patient Number:   _____________________________ 

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  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:  Megan Kivett or Sue Layton  

Telephone:  417-781-6767___   Fax:  417-623-5177_________________ 

E-mail:      sue@joplindentalarts.com  

Address:  510 W. 32
nd

 Street Joplin, MO 64804_____________________ 

SIGNATURE: 

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

Signature:                   Date:  _________________________________ 

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

                Personal Representative’s Name:  ____________________________________  Date:  _________________________ 

                Relationship to Patient:  _____________________________________________ 

 

 

Stop.     ONLY complete Section C if you do not Consent. 

_______________________________________________________________________________________________________  

SECTION C:  RIGHT TO REVOKE:   Please read carefully before signing.                                                                                                                                         

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 on 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. 

Signature: _______________________________________________________  Date:  _________________________________ 

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

                  Personal Representative’s Name:  ____________________________________  Date:  _____________________ 

                  Relationship to Patient:  _____________________________________________ 

 

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


