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Dr. Larry S_ Frugoli D_~ I.D_ 

Dr. ~1ichad T. Dicus [l tv!.D.
Patient Information 10111 Caughlin Cm.~~ J ng 

Reno, ~e'-adl 89519 

Patient Name: _ ___________Preferred Name: O<1te: ______ 

o :-dak 0 Female 0 \Iarried 0 SLllgie 0 Adult 0 \ j inor 

Social Security #. Birth Date: _________ 

Phone Home tI. _________ vVork ti _____ ____ Cell # _ _ ________ 

Homc Addrcss_o=~_________ _____ ___~_ _ _ ______-,=-__ _ 
Street C,ty ZIP 

Mailing Addrcss,,=______________---,=_ _______ _ =___ 
- Strge1 CICy Zip 

Referred Bl>'---------- --------- E-mail-- ____ _ ______ 

Person Responsible for Account 
Name: 

Relationship to Patient 0 Self 0 Spouse 0 Parent 0 Other 


Patient s Employer:_______ ____________ _______ _ ______ 


PRIMARY Insurance Information 

Name of Lnsurcd: -,-;:;:;--___ _ _ _ =;-_ _ _____-..;_ Is insured a pa[icnr~ 0 Yes 0 No 


Last FIrst MI 
lnsured s Birth Date: SS 11 _________ Group # _ _______ 

lnsured sAdd~ss _ _ ~~_ ___________~~-------_,~----
--- Street City lJp 

insured s Employer Name: ___________ _ _____ ___________ __ 

Employer Address: --=:;-- ----- --------,=---------;;0;--- ­
-- Street City Zip 

Insurance: Plan Name' ______________ _____ _ _ _____ _____ 

Address:_ _ ___ --."=____ _ _____ _ _ "'",­____ _ _ __.,,,­___ 
Street City ~p 

SECONDARY 

Name of Insured [s insured a parient? D Yes 0 '10 
Lo" First MI 

Insuted'~ Birth Date: 5S #. Group # 

insured s Address --,,=-------------r:;;;------ -----,;:;----­
- Street C,~ Z(p 

Insured 5 EmployCT Name: ___ _ _ ____ _________ _ _ _____ _ _ _ _ 

EmployCf Add [Css: --= ::;-- - ---- - --------,=------ ----;:::---­
Street Clly 

lnsurancc Pian Name: _______________ _ _ ______ _ ___ ____ 

Address: _ ____ o;=___ _______ __"',,--_ _ ______= __ _ 
Street c ry lip 

EmergE'ncy Contact Information 
In ca~ of !.:mcrgcncy " -c can contact- _ ____________________ 

Phone ,umocr _______ ___ A1rern,ltl' :\'umher _ _ ___ ___ _ _ 

RellItlunship to Packn .. 



Consent For Service 


I have reviewed the information on rhb qll('~tionnalrc. ,Inu it is acruratt: to tht hc~t of my knowled'ic 1understand rh;u th!,~ 
information will he used hy the dentist to hdp cl('t~nnine dPpcopd:ue and h('althfulllcnt:li tn."3tmt;nt Ir then: !<, ;my change In 

my mcdlc,\I~tatu~. [ will Infnrm the de.nti~r ,mdiordc:nt.ll <;taff 

I authorize the jn~ur.ltKC wmpany indicated no thIS form to pay to [he- dentISt J.U imur.lncc ixodIc!'> othcrwisl' PJyahlc ttl ml" 
forc;c....'ice':i n:ndeted I ,\uthori..::c the U~· of this "j~n;H11rC nn all in.'>lI!",mcc "uhmi~iOIb. 

I aurhi'lri;:c the: dentist to rcka...c all mf,mnark'n neceSSJ.ry b) 'k'-Curc [he p.lpucnt o( I:x:m:fjt~. I um.lcrstantl that I am f!nand'llly 
rcspon.;.ible fcn ,111 th,trge~ ",hetheror nnt paid by in<;urancc 

A" a c(mditinn of \"nur treatment by thl_" office. financiJ.I J.fT.lngcmenrs mu<,t Ix: roadt: in ad'.tnl:t:. Tht: practice ckpends u\,II.'n 
rcimbur~emt:nt rrom the P.ltlt:ntS for the cost incurred in their care, and financial re'ipon"ibllity nn the part (If each p.ltIem 
must be dt:rerminl-o bcf(lre treatment, 

AU emer~cncy dental !>en'ices, or any dental 'iCf"iccs performed without prc\1ous financial .1rrangement,>,/tlU'it 0...' PJJd fClr in 
cash olt the rime S<'f"icc!> art performed. 

Patient~ who carry d~'nt.!1 insunmce under::rand that all dental stnkcs fumi~hed ,ICC charged directly ro tht: patient and th'Lt 
he or she is pcr~1nal1y rt: ..ponsiblc for payment of aU dl'ntat M'n'ice~ Thh ..,met: will help prepare the plticnt<, insurance forms 
or ~i,!,t in making rollcctinns frllm in"urance companie:. and \I.'iIl credit any wl'h coJlectLons to the patient.... (Lccount 
Howc\ocr. thh; dental office cannot n~ndtr ~t:n"icc~ on all" .:t<, .. umption that our charges will Ix paid by ~m insur~m;e eomp;my_ 

A ~crvice char~e \1f 1and 1/2 pt;'rccnt per month (18% IXC annum) on rhl' unpaid hatlncc wiU be eh.ugc:d on J.U .KC\)unt~ 
exceeding 60 da)'-~. tln!ekS pre-\'inm.ly \\-Titren fin:LOcht! .Igfecml'nrs are '!':Jtisfied. 

I under.\;tllod th.lt the fcc estjmate liqcd for thi~ dent.li tare can only he exto.:mJcd for.\ po.:ril"xl (If 6 months tWnl tbe d.ltc: of tho.: 
patient cx,uninatwn_ 

In c\)n,~idcr:ttion for the prok"Sion.d sl'r\'ic('s rendered to ml', or at Illy request. by thl.' doctor, I agr.:e to p'l}' therefore the 
rC3,>onablc \'JILLe '1f ~aid ~cn'ice<; t" s;lid doctor. lH assignL.'l', ,\t thc riml' s-lld ~ef\'icc'" :trc rendered. or WIthin fl\'c (5) dJP of 
billing If credit ~ha!1 be extended [further agrcr thJr the rca~nnabk value of ~Jid service.. shall be ,1& hjllet.! 111lb'i flhje~'tl.::t.l w. 
by me, in writing, Within the time for payment thereof [furthcr agree that :1 walHT fOf any breech nf ,\ny I lOll.:: N condition 
hereunder ~hal1 not l'On.stitutt::.l W,l1ver nf any funher rerm nr condition and I further ~Igrce tn pay all cmts .lnd rC,l'-Onahlc 
attorney fct~ if $Ulr be lO!intuted hcrclindcr 

Igrant my permission to ynu or your a-.<;ignec to telephone rot' at home. work or mohile phnnc to di5CU...~ matrer~ rebret! tn 
this rorm. 

I h;I\'c reat! the ah(m~condirions of ttc.mnl:n{ and PJ)'menr .tnt.! agrec to their coO[cnt 

Date: _ ____ Relationship to Patient _______ 
Signarurc of P,ltienr, P.m·nt or Guardian 

Datc: _ _ _ __ Rdationshipto Patient _______ 
Signilrure nf gUilrantM 01 p:tymcnt-'rcspnnsihle party 

P.wmt'nt J~ due in full ar lime.' ofrrr:cumcllt. ullk~ pnoT Jrromg("1l1cllt.5 h.H·C IX'(:n ,lppl"on:d 

http:pre-\'inm.ly
http:neceSSJ.ry
http:mdiordc:nt.ll

