
 
 

 

We would like to welcome you back to our practice.  Since you may have been away 

from us for a while, we ask you to kindly read, fill out and sign the forms attached.  We 

take pride in keeping our records as current as possible.  This enables us to better serve 

your dental needs.  If you should have any questions please ask them when you bring 

these forms to your appointment. 

 

Sincerely, 

 

 
Robert Adelman, DMD and staff 

 

PLEASE PROVIDE US WITH YOUR UPDATE CONTACT 

AND INSURANCE INFORMATION 

 

 



 
 

Financial Policy Changes Starting November 1
st
, 2010 

 
We are committed to providing you with the best possible care. To help us maintain billing costs to a minimum, we have 
implemented the following financial policy.  If you have any questions, please do not hesitate to ask us. 
 

PAYMENT IS DUE AT THE TIME OF SERVICE 

 
Please understand that payment of your bill is considered a part of your treatment.  Patients with PREAUTHORIZED 
work are asked to pay their CoPay at the time of service.  Patients without a Preauthorization are asked to pay an 
estimated amount based on your percentage of the UCR [Usual and Customary Rate for the area] covered under the terms 
in your dental insurance.  Since we are familiar with the UCR for our office, we will strive to give you the most accurate 
estimate.  If overpayment occurs, a refund will be mailed to you.  
 
Minor patients:  The adult accompanying a minor and the parents (or guardians of the minor) are responsible for payment.  
Once your child turns 18 years of age, you MUST inform us IN WRITING if you are no longer financially responsible for 
them.  Otherwise, you will be responsible for services provided to them regardless of whether you accompanied them.  

 

• We accept cash, checks, MASTERCARD/VISA/DISCOVER and DEBIT 

• We accept Paypal via booboo771@yahoo.com and also Citi Healthcard. 

• Returned checks will be subject to additional collection fees and charges. 
  
Patients with dental insurance:  We will continue to submit to your insurance company.  However, we ask that you pay 
your insurance co-payment for Major services at the time of treatment.  Deductibles may or may not apply in addition to 
co-payments.  Co-payments vary depending upon individual policies of your plan.  Typical co-payment requirement: 
50%-60% of the UCR, plus any deductible. 
 
Patients without dental insurance will receive a 5% discount for services in excess of $500.00 when paid in full at the 
time of treatment. 
 
Patients enrolled in our Plymouth Valley Dental Group plan MUST pay their copayment on the date of service, and 
MUST renew the plan each year as of their anniversary date in order to continue to be enrolled in our plan. 
 

SPECIAL INFORMATION FOR PATIENTS WITH INSURANCE: 

 
We will gladly discuss any questions relating to your insurance.  However, please realize that: 

• Your insurance is a contract between you, your employer and the insurance company.  We are not a party to that 
contract. 

• Our fees generally fall within the acceptable range in our area of service.  Being a participating dentist means we 
accept as payment in full the UCR amount set by the insurance company. Your employer contracts with your 
insurance company to design your benefits. Not all services are a covered benefit in all contracts.  If we provide a 
service that is not a covered benefit under your plan, you will be responsible for payment in full of our usual fees.   

• As dental care providers, our relationship is with YOU, not your insurance company.  While filing of insurance 
claims is a courtesy that we extend to our patients, all rendered charges are your responsibility from the date of 
service. Any disputes regarding your coverage must be handled between you and your insurance company.  There 
will be a $50.00 charge if we have to resubmit claims because you did not provide us with your current and 
correct insurance information. 
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Prescribed:

Over the Counter:

Vitamins, natural or herbal preparations and/or diet supplements:

Medications:

Allergies:

Note: Both the doctor and the patient are encourage to discuss any and all relevant patient health issues prior to treatment.

I certify that I have read and understand the medical and dental history form pages one and two.  I acknowledge that my questions, if any, about inquiries set forth 

have been answered to my satisfaction.  I will not hold my dentist or any other member of his/her sta� responsible for any action they take or do not take because of 

errors or omissions that I may have made in the completion of this form.  I hereby authorize the doctor to perform any and all forms of treatment, medication, and 

therapy including nitrous oxide and local anaesthetics that may be indicated in connection with the dental care of the patient listed above and further authorize and 

consent that the doctor chooses and employs such assistance as he deems �t.  I also understand that prior to treatment, full explanation of the procedure(s) involved 

will be rendered by this o�ce. 

I HAVE VERIFIED THE COMPLETION OF THE ABOVE MEDICAL HISTORY

Signature of Examining Dentist                                                      Date

Comments on Interview Concerning Health History:

Dental Management Concerns:

Plymouth Valley Dental Group

Robert L. Adelman, DMD Associates

832 Germantown Pike, Suite 1

Plymouth Meeting PA 19462

610-277-0996




