
Welcome 
Date:_______________________ 

PATIENT INFORMATION: 

Name:_____________________________________________ 

SS#________________________________      Date of birth:______________________________ 

Address:___________________________________________________ 

City:_____________________________  Zip:__________________ 

Email address:_____________________________________________________ 

Phone Number:________________________________  Is this a cell phone or a landline (circle) 

 

INSURANCE INFORMATION: 
If an insurance card is available to be copied, this section not necessary 

 
Policy holder name (if different than you):___________________________________________________ 

Date of birth:________________________   SS#_______________________________ 

Relationship to patient:________________________________________ 

Employer:______________________________________________ 

Name of Insurance Company:___________________________________________________ 

ID#____________________________________  Group#__________________________________ 

HOW DID YOU HEAR ABOUT US? 

________________________________________________________________ 





Dr. Rick Rivardo 
General Office Consent and Policy Disclosures 

 
Welcome and thank you for choosing Dr. Rick Rivardo and staff to give you the highest quality and 
dental care available today!  It is our goal to make you as comfortable and relaxed as you can be during 
your treatment with us.  We are committed to providing you with up-to-date information and 
educational tools so that you may fully participate in maintaining optimum oral health. 

Privacy Policy/Consent for Use and Disclosure of Personal Health Information: 

This serves as authorization for us to use and disclose your protected health information (PHI) for the 
purpose of healthcare operations, treatment and payment activities.  We maintain the highest privacy 
standards to ensure your health information is protected.  EVERY patient is provided a detailed copy, 
upon request.  BEFORE signing, please read the Notice of Privacy Polices (that is displayed in the waiting 
room) to gain a clear understanding of how we may use and disclose your PHI. 
 
I am acknowledging that I have read your Notice of Privacy Policies and I consent to your use of my PHI 
for the purposes of healthcare operation, treatment and payment activities               Initial____________ 
 
 
Financial Policy: 
 
Our financial policy is intended to facilitate excellent service to you while minimizing our administrative 
costs.  Our office wants all our patients to be able to comfortably afford dental care.  We offer the 
following payment options so our patients can have the opportunity to decide which best suits your 
needs: 
 
**Cash, check or credit card:  Visa, Master Card, American Express, and Discover; Returned checks will 
be assessed a $50 fee to cover bank charges. 
**ONLY cash or credit card will be accepted on the first visit 
**Outstanding Financing – We use Care Credit healthcare credit company to make dental services more 
affordable (subject to credit approval), information given upon request; you may apply direct from our 
website rivardosmiles.com 
**Rivardo Membership Plan: We offer our own in-house discount plan to help make our patients’ 
needs more affordable.  This plan works well for patients without insurance or insurance that does not 
cover major work.  More information is available upon request or on our website rivardosmiles.com 
**Divorce and Responsible Party/Personal Injury Claims:  Patient is responsible for their own payments 
of treatment; custodial parent is responsible for minor’s treatment 
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Assignment of Benefits Agreement: 
 
As a courtesy to you, we will process your dental insurance claims.  Payments will be sent directly to our 
office by “Assignment of Benefits Agreement”.  Most dental insurance plans do not cover 100% of your 
treatment cost; you will be asked for your deductibles, copayments, and out-of-pocket expenses to be 
paid in full on day services are rendered.  If a statement is sent to you after treatment has been 
completed, it must be paid within 14 days of receiving your statement.  We will estimate as closely as 
possible to your coverage but make no guarantees of any estimated coverage.  Your insurance policy is 
an agreement between you and your insurance company.  The ultimate responsibility for ALL charges 
lies with you as well as knowing what your policy covers, coverage effective dates, deductibles and 
yearly maximums.  Late fees (per statement) will be applied to your account if out-of-pocket expenses 
are over 21 days late.  Should collection proceedings be taken (after 45 days late), you will be charged 
the agency fees in addition to the original fees. 
 
Initial_______________ 
 
 
Cancellation/No-show Policy: 
 
We recognize the importance of every patient’s time and ask that you be prompt so that we may serve 
our scheduled patients as well as serve same day emergency patients as timely as possible.  If you are 
unable to keep a scheduled appointment, a 24 hour notice is REQUIRED.  A fee of $40 for hygiene 
appointment and a $60 for doctor appointment PER HOUR will be placed on your account if “no-show” 
or your appointment is not cancelled with the required notice.  This fee must be paid prior to 
rescheduling your appointment. 
“No Showing” or cancelling the same day of your second appointment will be an automatic dismissal 
from the practice 
 
Initial______________ 
 
 
 
Patient (or parent/guardian) signature:__________________________________________ 
 
Print patient name:________________________________________________________ 
 
Date:________________________ 
 
 

Welcome to our dental family!! 
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