
lsob RuwweJr., t>t>S, t>C

wetoome to our offlo£- nu us about yoursttf 
Full Legal Name: __________________ _ 
Preferred Name: ________ _ 

Responsible Party:_ Self _Other: ________ _ 

Address: ___________ City ______ _ 
State __ ZIP ____ _ 

Home Phone: ________ Work�------ Cell. _____ 

Our office usually sends text reminders, but do you prefer to be notified via:  _ text  
_ phone or _ email

E-mail: ______________

MaritalStatus:_Unknown_Divorced_Married_Separated_Single_Widowed 

DOB: _____ SSN: _______ Gender _____

Employer: ___________ Occupation. _________ _ 

How did you hear about our office? _________________ _ 

Primary Dental Insurance 

Name of the Policy Holder: _________ ,DOB ___ _, SSN/ID _____ 
Employer_________, Insurance Company Name ______ _� 
Group#____ _ 

Relationship to Patient: ____ _ 

Secondary Dental Insurance 

Name of the Policy Holder: _________ ,DOB ___ � SSN /ID_____

Employer_________,Insurance Company Name ______ 

Group# ____ _ 

Relationship to Patient: ____ _ 





Yes No Conditions Yes No Conditions Yes No Conditions 

□ □ Stroke □ □ Tonsillitis □ □ Ulcers

u u S'\vel!ing of Limbs □ □ Tuberculosis u u Venereal Disease

□ Thyroid Disease u u Tumors or Growths □ □ Yell ow Jaundice

Have you ever had anr serious illness not listed above? 0 Yes 0 No

If yes please list:-----------------------------------------

>learest relative not living ,vith you: 

Name:__________________________ Relationship:____________________ 

Address: ______________________________ Phone: __________ _ 

I understand that the information that I have given today is correct to the best of my knowledge. I also understand that this 
information will be held in the strictest confidence and it is my responsibili1y to inform this office of any changes in my 
medical status. 

Signature: ___________________________________Date ; _______________
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Bob Ruwwe Jr., DDS, PC 

PATIENT COMMUNICATIONS (HIPPA) 

By Law, without your authorization, Dr. Ruwwe or his staff are unable to communicate with your 
spouse, adult children, parents (if you are over age 18) or caregivers. 

Dr. Ruwwe or his staff may need to communicate with your family or caregivers to make appointments, 
confirm appointments, discuss treatment needed or performed, and account or financial information. This 
includes making payments. Please indicate below the names of individuals who we may communicate with 

regarding any of your information.  

If you do not wish to allow us to discuss any of your information with anyone other than yourself, please 
leave blank and sign to validate. 

Spouse______________________________________________________________________________ 

Adult Children________________________________________________________________________ 

Parents______________________________________________________________________________ 

 Caregiver_____________________________________________________________________________ 

 Other________________________________________________________________________________ 

Signature________________________________________________________  Date__________  

Financial, Assignment and Release 

I understand that I am financially responsible for all charges for myself and/or any dependents.  This 
includes a billing fee of $1.50, per month, for accounts that are over thirty (30) days old.  If insured, I 

assign directly to Bob Ruwwe Jr., DDS, all insurance benefits, if any, otherwise payable to me for services 
rendered.  I hereby authorize the doctor to release all information necessary to secure the payment of 
benefits.  I authorize the use of this signature on all insurance submissions.  In the event legal actions 

should occur, I would be liable for any and all court costs. collection fees and attorney fees. 

 Signature____________________________________________________________ Date________ 

Consent to Treat 

I consent to the diagnostic procedures and treatment by the dentist necessary for proper dental care. 

Signature ___________________________________________  Date__________________ 

I understand that the information that I have verbally given today is correct to the best of my knowledge. I 
also understand that this information will be held in the strictest confidence and it is my responsibility to 

inform this office of any changes in my medical status. 

Signature __________________________________________  Date ______________ 




