




Electronic Services

In an effort to be more efficient, our office has decided to go with a system that will be able 

to send you a text on your cell phone or an e-mail to confirm your appointement. Please let 

us know what your preference is for confirming your appointments with our office.

Name  ________________________________________________________________

Cell Phone (for texts)  ___________________________________________________

E-Mail Address ________________________________________________________

Phone (best # to reach you)  _______________________________________________

Thank you in advance for your assistance,

Dr. Bankhardt, Dr. Allen and their fabulous team





                                                                  PERSONAL INFORMATION 
 
 
⇒  
 
Patient Name                                                                     Social Security Number        Date of Birth  
 
 
Home Address                                                                    City                                       Zip 
 
 
Home phone                                                                       E-Mail Address 
 
 
Person Financially Responsible                                       Social Security Number        Relationship 
 
 
Employer                                                                           Occupation                               Date of Birth 
 
 
Business Phone                     Business Address                                                      May we contact you at work?  
                           
 
Spouse’s Name                                                                  Social Security Number          Date of Birth 
 
 
Employer                                                                            Occupation 
 
 
Business Phone                     Business Address                                                     May we contact spouse at work? 
 
 
Name of school if full-time student over 18 years of age                        Whom may we thank for referring you? 
 
 
Drivers License Number                                       Former DDS                                     Date of last visit 
 
 
Primary Insured Name                                                                                       Group Number 
 
 
Insurance Plan Name and Address 
 
 
Secondary Insured Name                                                                                     Group Number 
 
 
Insurance Plan Name and Address 
 
The preceding responses to the questions are, to the best of my knowledge, true and correct. I hereby consent to the 
treatment indicated on my examination form, including the use of any anesthetics, sedatives, x-rays, or fluoride, as 
may be deemed necessary or recommended by the doctor. 
 
 
Patient signature or parent if patient is minor                                                     Date 
 
Robert D. Bankhardt, DDS, Inc.         2720 Cochran Street, Suite 2-B          Simi Valley,  CA 93065        (805)584-1194 



Robert	  D.	  Bankhardt,	  DDS,	  Inc.	  &	  Associates	  
FINANCIAL	  POLICIES	  

	  
 
THANK you for choosing us to help you and your family strive for your family’s optimum oral health.  Investing in 
quality dental care can be a step toward improved appearance and self-esteem.  In order to ensure that our relationship has 
a positive beginning, it is important that you read and understand our office policies.  Feel free to ask any questions that 
you may have regarding our policies. 
 
AN appointment to visit our office reserves the time exclusively for you.  Failing to keep a reserved appointment will 
result in a charge of $50 per half hour, at our discretion.  No fees will be charged for rescheduling an appointment 
provided 24 hours or more notice is given.  
 
WE respect your desire to make a responsible decision regarding your treatment and its related fees.  Every effort will be 
made to discuss the benefits, alternative treatments, possible risks, and financial aspects of your procedure so that you 
may make an informed decision to either accept or refuse the recommended treatment.  Acceptance of treatment implies 
that you understand and consent to all treatment and fees involved. 
 
AS a courtesy we will submit your dental insurance claim and accept assignment if the information we need from you is 
provided in a timely manner.  Your treatment will not be compromised in order to meet the usual and customary fees that 
your insurance company may impose.  It is important for you to understand that insurance benefits generally do not cover 
the entire fee and that the difference will be owed by you.  Dental insurance does not absolve you of the financial 
responsibility for treatment rendered. Our office staff will gladly be of assistance should you have any questions about 
your treatment or related costs. 
 
IF you have dental insurance your patient portion is expected to be paid with either cash, check, debit card or major credit 
card on the day of treatment.  MasterCard, Visa, DiscoverCard and CareCredit are accepted by our office for your 
convenience.  Financial arrangements, subject to credit approval, may be made before treatment is rendered.  There is a 
$25 handling and bookkeeping fee for any returned checks. 
 
WHEN your balance remains unpaid after 60 days your account becomes delinquent.  A late charge will accrue on the 
account balance at the rate of 1.5% per month (18% annually).  You will also receive a letter stating that in 30 days your 
account will be reported to TRW and collection proceedings begun.  A bookkeeping fee of $50 will be charged to your 
account when TRW is notified.  Any fees, including court and attorney fees, will be the responsibility of the guarantor. 
 
FAILURE to sign this agreement does not negate your financial obligation for any of your previous or future treatment. 
 
I understand and agree to abide by the above office policies: 
 
 
______________________________________  _________________________  ________________________________ 
                          SIGNATURE                                                 DATE                            RELATIONSHIP TO PATIENT  
  
 
I also agree to pay for the services rendered in the following way: (please circle) 
 
1. Cash, Check or Debit Card at the time of treatment. 
2. MasterCard, Visa, DiscoverCard or CareCredit at the time of treatment. 
3. I will furnish Insurance Forms/Insurance Information AND I agree to pay my portion at each visit. 
4. Other______________________________________________________________. 
 
 
ROBERT D. BANKHARDT, DDS, INC.      2720 Cochran Street, Suite 2-B, Simi Valley, CA  93065                (805) 584-1194  
May 2011                	  


