










ACQUAINTANCE FORM 
Jonathan Bechtel D.D.S. 

Restoring Smiles, Preserving Faces 
Date: __________________ 

Patient Name: __________________________________Single____Married____Widowed____Divorced____ 

Address: _____________________________________________ City: _______________________________ 

State: ________________  Zip: ________________  Social Security Number: __________________________ 

Home Phone: ______________________________  Business Phone: _________________________________ 

Cell Phone: ________________________________ Birth date: ______________________________________ 

Employer: _________________________________ Occupation: _____________________________________ 

Business Address: __________________________________________________________________________ 

Person Responsible for Account: _______________________________________________________________ 

Do you have dental insurance? _________ 

How did you hear about Dr. Bechtel? __________________________________________________________ 

Whom may we thank for this referral? __________________________________________________________ 

 

 
(Please Circle One) 

1.  My mouth is   A.) very comfortable 

   B.) moderately comfortable 

   C.) uncomfortable 

 

2.  I (I am) A.) think the appearance of my 

mouth is excellent 

 B.) satisfied with the appearance of 

my mouth 

 C.) dissatisfied with the appearance 

of my mouth 

 

3.  I A.) will do anything to keep my 

natural teeth 

 B.) want to keep my teeth, but have a 

certain budget of time and money I 

am willing to spend on them 

 C.) don’t care whether I keep my 

teeth or not 

 

4.  I A.) have set goals for my oral health 

with a previous dentist 

 B.) want to set goals concerning my 

dental health 

 C.) never set goals concerning my 

dental health 

 

5.  I A.) have always done the best that 

was recommended for my dental 

health 

 B.) have not done what dentists have 

recommended for my mouth 

 C.) rarely go, and don’t care much 

about having my dental work 

completed. 

6.  I have A.) put dentistry for myself and my 

family high on my priority list 

 B.) put dentistry for myself and my 

family low on my priority list 

 C.) it’s on my list but hard to find 

 

7.  I think my present  state  A.) excellent 

     of dental health is  B.) good 

  C.) poor 

 

8.  I aspire to a mouth with  A.) excellent health 

  B.) good health 

  C.) poor health 

 

9.  What is/are your primary concerns? 

      

      

      

      

      

      

      

 

 

 

 

These are things important to me about my dental health: 



 

 

ACKNOWLEDGEMENT OF RECEIPT OF  

NOTICE OF PRIVACY PRACTICES 

*You may refuse to sign this acknowledgement* 

 

I, __________________________________, have received a copy of this office’s  

Notice of Privacy Practices. 

 

____________________________________________________________ 
Please Print Name 

 
____________________________________________________________ 
Signature 

 

____________________________________________________________ 
Date 

 
 

For Office Use Only 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Policy 

Practices, but acknowledgement could not be obtained because: 

 Individual refused to sign 

 Communication 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 11, 2002). 



 

 

Financial Policy 

 

The primary goal of Bechtel Dentistry is to provide the highest quality oral health care in the most gentle, 

efficient and enthusiastic manner.  Since our practice is also a business with obligations that must be met, 

we ask that all patients pay for their treatment, in full, on the day of each visit to our office; unless prior 

arrangements have been made. 

We will do our best to provide an estimate of your investment in your dental health for each upcoming visit 

based on your individual treatment plan.  We will also provide you with an estimate for your next 

upcoming visit(s) total bill.  Please bring cash, check, or credit card at the time of treatment.  With proper 

diagnosis and a timely treatment plan, most estimates are accurate; although an exact payment from your 

insurance cannot be known until the claim is processed. 

Outstanding balances on your account are discouraged and must be cleared before the next appointment or 

within 30 days of treatment, whichever comes first.  Appointments for non-emergency treatment may need 

to be postponed pending payment of outstanding balances.  Amounts due and not paid in full within 30 

days will be charged interest at a rate of 1.5% per month in addition to a $5.00 monthly billing fee per 

statement sent. 

Delinquent balances over 90 days past due will be referred to an asset recovery agency.  All referred 

accounts are marked “Inactive.”  In order to have your account reactivated and continue to receive 

treatment in our office, the delinquent balance must be paid in full to our office plus any fees associated 

with the collection of the delinquent account. 

All returned checks will be charged an additional fee of $25.00; this fee will be added to your account 

balance.  Before we accept another payment by check, the account balance plus the $25.00 fee must be paid 

in full by cash or credit card before another check will be accepted. 

Your dental appointments are scheduled carefully.  Time, trained personnel and dental equipment are 

reserved for each patient and procedure.  Missed appointments add to the cost of dental care when 

reserved facilities are left empty and not used.  We respectfully request 48 hours advance notice for 

rescheduling your appointment.  Your account may be charged a broken appointment fee of $100.00 for 

missed or broken appointments without proper notification. 

You will need to bring your insurance card, coverage booklet, and a completed and signed dental insurance 

claim at your first visit, and at any time your insurance changes. 



You need to be aware that: 

 We will do our best to help you maximize your benefits. 

 Although we file claims for you, your dental insurance policy is a contract between you, your 

employer, and your insurance company. 

 Your treatment plan is individually tailored, and is not based on your dental insurance benefits or 

lack of benefits. 

 Not all services are covered benefits in all contracts.  Some insurance companies arbitrarily select 

certain services they will not cover.  It is your responsibility to thoroughly understand the coverage 

and exceptions of your particular policy.  Coverage can only be addressed by your employer or 

group plan administrator.  We cannot act as a mediator with the carrier or your employer. 

 Our staff is trained to assist you with questions you may have relating to how your claim was filed, 

or regarding any additional information your carrier may need to process your claim. 

 As a courtesy to all of our insured patients, we will file your dental insurance claim forms on your 

behalf.  Most insurance companies will send the payment directly to our office; however, in special 

circumstances, a particular insurance company’s benefit check may be sent to the patient’s home.  

In such cases you are responsible at the time of treatment for payment in full; unless prior 

arrangements have been made. 

 Your claim will be filed with your insurance company immediately and benefits are expected to be 

paid within 30 days.  The filing of an insurance claim does not relieve you of a timely payment on 

your account.  If the claim is not paid by your insurance company within 45 days, the unpaid 

portion will automatically become a “self pay” portion and added to your account with a statement 

for payment issued.  You are responsible for any amounts your insurance company chooses not to 

pay for whatever reason.  Any amounts expected to be paid by your insurance company, but not 

paid within 45 days become your responsibility, and if not paid in a timely fashion will begin to 

accumulate interest at a rate of 1.5% per month with a billing fee of $5.00 per monthly statement. 

I understand and accept the financial and dental insurance policies listed above and have had any and all 

questions answered to my satisfaction.  I agree to pay for all treatment in a timely fashion as described so as to 

avoid any additional fees. 

I further understand that I am responsible to pay for any deductible amount(s), my co-insurance portion and 

for any non-covered services.  I understand that I am responsible for any and all charges of dental treatment 

and incurred fees, whether or not paid by said insurance company.  I agree to pay such charges in full.  Also, I 

hereby authorize release of pertinent medical/dental information to the insurance carrier(s).  This order will 

remain in effect until revoked by me in writing.  A photocopy of this agreement is to be considered as valid as 

the original. 

 

Patient/Parent of Minor: __________________________________________ Staff Initials: _______Date___________ 



 

Patient Consent 

Publication of Records 

I authorize Dr. Bechtel to take photos, videos, slides, x-rays or any other viewing of my care and 

treatment during or after its completion to be used for treatment planning my case, the 

educational advancement of dentistry, and or insurance reimbursement purposes.  By initialing 

below, I further consent to allow Dr. Bechtel to use my information for promotional purposes 

and understand that my identity will not be revealed to the public, however, without my 

authorization. 

 

I CERTIFY THAT I HAVE READ AND FULLY UNDERSTAND THIS DOCUMENT 

 

_________________________________________________________________________________ 
Date   Printed Name and Signature of Patient, Parent, or Guardian 
 
 
 
________________________________________________________________________________________________________________ 
Date   Printed Name and Signature of Witness 
 
 
 
________________________________________________________________________________________________________________ 
Date   Printed Name and Signature of Doctor 

 

 

_____ I Authorize Dr. Jonathan Bechtel to use my information for promotional purposes. 
Initial 
 

_____ I do not Authorize Dr. Jonathan Bechtel to use my information for promotional purposes. 
Initial 
 
 

_____ I Authorize Dr. Jonathan Bechtel to release my name to the public. 
Initial 
 

_____ I do not Authorize Dr. Jonathan Bechtel to release my name to the public. 
Initial 
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