-

DATE 2/2/2026

- Middle Initial;

TIME 08:28 AM l
PATIENT REGISTRATION .
D: Chart ID:
First Name: Last Name:
Patient Is:[_|Policy Holder ["Responsible Party Preferred Name: )

Respensible Party ( if someone other than the patient )

First Name; Last Name: Middle Initial: o
Address: Address 2
City, State, Zip; Pager:
Home Phone; Work Phone: Ext: Cellular:
Birth Date: Soc Sec: Drivers Lic:
[ JResponsible Party is also a Policy Holder for Patient [_IPrimary Insurance Policy Holder [_]Secondary Insurance Policy Holder
Patient Information
Address: Address 2:
City: State / Zip: Pager: o
Home Phone: Work Phone: Ext: Cellular;

Gender: [_|Male [_|Female [:IUnknown

Birth Date:

Age:

E-mail;

Marital Status:[_|Married

Soc Sec:

[_|single

[ Divorced [ {Separated [ | Widowed

Drivers Lic;

[ 11 would Tike to receive correspondences via e-mail,

Employment[ ™ py|l Time

Status:

Student Status:[_| Full Time

Medicaid ID:

Employer ID;

Section 2
E] Part Time |:I

[ Jpart Time

Section 3

Retired

Pref. Dentist;

Pref. Pharmacy:

Carrier ID:;

Pref. Hyg:

DIQ,

PIQ,
Cell Phone #

E-mail address

Name of Insured:
Insured Soc, Sec:
Employer:
Address:;
Address 2:

City, State, Zip:

Primary Insurance Information

Relationship to Insured:{ | Self

Insured Birth Date:

{Ispouse [Jchild [ JOther

Rem, Benefits:

Rem. Deduct:

Ins, Company:

Address:

Address 2:

City, State, Zip:

Name of Insured:
Insured Soc. Sec:
Employer:
Address:
Address 2:

City, State, Zip:

Rem. Benefits:

Secondary Insurance Information

— -

Relationship to Insured:[_]Self

Insured Birth Date:

Rem. D

educt:

—_—— ———

[ ]Spouse [Mchild | ]Other

Ins. Company;

Address:

Address 2:

City, State, Zip:
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Time 8:24 AM ~ Kevin M, Kilian, D.D.5., P.C. Date 2f2/2026
t. Kilian { Welcome to our our Practice )
Patient Name: Birth Date: Date Created:
‘Insurance Information

- - e —t St s,

Dr. Killian s a non-partidpating provider for 2l HMO-PPO insurance companies. As a courtesy we will file daims
with your insurance on your behalf, Qur office will estimate and coflect patient portions on the date of service,

Employer Sponsored Dental Insurance

Tunderstand that my dental insurance carvier or payor of my dental benefits may pay less than the actual bill for services,
Your dental insurance is a benefit provided by your employer, Usual, customary and reasonable (UCR) f Fee schedules
differ with each insurance company, often those premiums are a negotiated costs between your employer and the
insurance being offered. Itis not uncommon to pay a portion for preventive care with some of these insurance
companies. A certain policy may read preventive care covered at 10036, But actually it’s 100% of any allowed fee.

We accept Cash, Checks, Visa, MasterCard, Discover,and American Express as well as Care Credit.

If you have any questions regardlng Care Credit please speak with any of our staff members.
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Please be advised that our office requires at least 48 hour nohce when changing your dental appeintment,
Qur e-malls, texts, and phone calls are a courtesy reminder and not the time to change or cancel,

Any last minute changes could best be served by other patients waiting to receive dental treatment.

We do understand emergendes arise, in those cases please notify our office by caling as soon as possible.
Do not send emailftext to cancel your appointment, Chranic failed [ re-scheduled appointments will be
charged a fee of §54.00 per half hour and future appointment mes may not be reserved,
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I guarantee payment of all said charges incurred in accordance with the policy of payment of bills, Intereston

the unpaid balance, at the rate of eighteen percent {18%:) per annum, will be accrued 45 days after

services rendered. In the event the account must be placed with an attorney or collection agency to obtain payment,
1 shall be responsible for all attorney and collection feesinaurred,
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Permission To Treat ) i i R

[Ep— - U —— e - O, SUSU . P v

1 authorize the dentist to perform diagnostic procedures and treatment as may be necessary for proper dental care,

1 authorize release of any information concerning my {or my child’s) health care, advice and treatment provided for the purpose
of evaluating and administering dams for insurance benefits,

1 authorize releasa of any information concerning my (or my child’s) health care, advise and treatment to another dental professional,

1 hereby authorize payment of insurance benefits directly to the denlist group, otherwise payable to me.
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Time 3:26 AM

Kevin M. Killian, D

.D.5., P.C,

r- Killian Patient- Child Medical/ Dental Form

Date 2/2{2026

Patient Hame: Birth Date: Date Created:
{ MSEICBI seCﬁon - Y - S - _m;,;%.h.x:&.; S JUIPREO) P - Jii.: e [T I o
ij Dioes your :hﬂr.{ have any Health problems? @ Yes ¥ No If yes [ T % 1 4
1 1s your child under the care of a Physidan? Why? €3 Yes €3 No If yas [ T i N B J i
i Name of Physican? Comment I ____________ - _‘J
g Is your child recaiving any medication? O Yes €I No Ifyes | - \ ] ] i
T Is your child allergic to
;  |Peniclian €3 Yes C2No |Other.Antbiotic Drugs Caves 3o [Metal 3 Yes €I No
x .
T [latex Chves ¥ No Asprin €3 Yes B NO Motrin Crves B No
i Sulfa Drugs £ Yes €3 No tocal Anesthetics ) Yes {3 o
Any other asllergies wwe need to be aware of? 3 vas I No If ves l ¢ = ] i
E
Has your child had a history of R ;
*J Diabetes < Yes 9 No Heart Trouble 2 ves Y No Asthma O ves ¥ No ;
L |Kidney infaction 3 Yes (D No Rheumatic fever Crves {INo Epilepsy ¥ yes O No E
i | Cerebral Palsy ¥ Yes I No | Liver Problems ©y¥es {INo | Congenital Birth Defects 2 Yes (O No ;
7 [Cognitive Disability ) Yes {OIWNo | Eyesight Problems &3 ves €I No |Cancer ¥ ves hiNo
;i[ Infections €3 tes I MNo Speech Impairments ) Yes {3 No Hearing Loss 3 Yes (P No !
AIDS 3 ves €Y No  |HIV Positive €3 Yes £No |Hepatitis > Yes I No f
Fainting Crves Do Selzures 2 ves €3 No Dizziness ) Yes €A No
Behavioralf.earming Problems 2 Yes D No {Heart Murmur D Yes 3No |Prolongated Bleeding 3 Yes I No
Is there any other health concerns not iisted we need to be 9 Yes 3 No If yes } i
aware of? ;
[ Dental Section, - <
;¢ o - — st b pecais
%g Is this your child's ﬁrst wvigit to a denhst? O Yes CINo
é If not, how long since the last visit to the dentist? E - ]
E Where any x.rays taken at that tme? € Yes 3 No
Does your child eat between meals? €D Yas {3 No
:‘* Does your child eat sweets, such as candy, soda, chewing @ Yes £ No
gum?
« When does your dhild brush hisjher teeth?
Upon arising £ ves £ No After eating food i yes O No Right after meals 0y ves 3 No
"‘ Befere going to bed 3 ves ) No E
i How does your child receive Fluoride ?
i Community water €y Yes Mo Well water O Yes OINo Fluoride drops or tablets ) Yes I No
[‘r}: Fluorida rinse or gel & Yes O No
b b e e
4 ]
:r Have any cavities been noted in the past? 3 Yes ¢ No If yes Ln_ - e m_wj !
i Does your child suck his/her thumb or fingers? &y Yas 3 No If yes | o I
4 Have any baby or permanent teeth been remaved by 3 Yes I Ne 1fyes ] e e }
% extraction? L
(i Was it suggesied that the space be maintained? ) Yes €3 MNo If yes L . e o s v J
;: Wag an appliance placed? & vas ¢ No Ifyes | ‘ . ]
Hawve there bheen any injuries to teeth, such as falls, chips, 3 Yes ¥ No Ifyes | _]
ect? . — : e e an e e e e
Has your child had any problem with dental reatmentin the € Yes €3No 1f yes l s o ]
< past? S S . e e oM e e e S
Had anyone in the family, induding parents, had orthodontics? 3 ves OINo If yes I ] 4
- Has your child ever received a local anesthetic? 3 Yes 3 No
©  Has your child ever had ocdusal sealants? € Yes I No ]
4 ]
7 Does your child think there is anything wrong with his/her ves Mo If yes
' peethy O < | o
e e . P U e e s s e P - — e
. I CERTIFY THAT THE INFORM ON IS COMPLEI.'E AND ACC‘URATE R ,
pihtind Pl et R - e — T k
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Kevin M. Killlan D.D.D.
625 Salt Lick Road
5t. Peter’s Vo 63376

br. Killlan’s primary focus is to help you maintain good oral health. Qur office provides quality dental
care for our patients, in the highest standards of safety and Infection control. We strive toward
continual Improvements and education for the staff members to better serve our patients.

Dr, Killian is a non-participating provider for all HMO, PPO, and Medicare Advantage plans. Asa
courtesy our office accepts Assignment of Benefits on your behalf, What that means is, in lieu of paying
for services received in full, we file a claim on your behalf and accept the monies otherwise payable to
you for those services.

Please note our office tries our best to estimate patlent portions at the date of service and collect those
portions based on the information received by your insurance company with the disclaimer that it is
not a guarantee of eligibility, benefits or payment. Contacting your insurance about your policy is
always best,

Your dental benefits are a contract agreed upon between you and your insurance company or employer
offering the insurance. Our office cannot accept responsibility for procedures not covered by your plan,
Dr. Killtan treats his patients based on dental needs and oral health, not what a policy covers.

To keep our costs down we try to avoid billing expenses. If there is a remaining balance left unpaid we
ask that it be taken care of in a timely manner. Accounts that are not taken care of in a timely manner
with multiple efforts to collect will result In paying for your services in full.

Please feel free to reach out with any questions regarding assignment of beneflts and estimated
portions collected with our front office coordinators.

Patient / Guardian Signature Date




Kevin Killian D.D.S
625 Salt Lick Road
St. Peters, MO 63376
(636) 978-2699

| hereby authorize the office of Kevin Killian D.D.S. to charge the card number listed for any charges
remaining on my account after dental insurance pays. To terminate this billing process | understand that
I must do so in writing and have no outstanding insurance claims awaiting payment. | guarantee that |
am the legal cardholder for this credit card account and that | am legally authorized to use it.

Card Holder Name:

Billing Address:

City: State: Zip:
Credit Card Type: Card Number:
Credit Card Security Code: Expiration

Signature of Card Holder:

Please call if remaining amount is over: Date:

List of family member’s on account:




© 2012 Wisconsin Dental Association

<& ~ (800) 243-4675
[Insert Name of Praclice]
SECTION A: The Patient
Name:
Address:
Telephone: E-mail:
Patient Number: Social Security Number:

SECTION B: Acknowledgement of Receipt of Privacy Practices Notice.

l,
Privacy Practices from the above-named practice.

, acknowledge that | have received a Notice of

Signature: Date:
If a personal representative signs this authorization on behalf of the individual, complete the following:

Personal Representative’s Name:

Relationship to Individual:

SECTION C: Good Faith Effort to Obtain Acknowledgement of Receipt.

Describe your good faith effort to obtain the individual’s signature on this form:

Describe the reason why the individual would not sign this form:

SIGNATURE.

| attest that the above information is correct.

Signature: Date:
Print name: Title:

Include this acknowledgement of receipt in the individual's records.

ACKNOWLEDGEMENT O

F EIPT OF
PRIVACY PRACTICES

REC
N OTI C E © Michael Best & Friedrich, LLC
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Dr. Kevin Killian
625 Salt Lick Road

St. Peters, MO 63376

HIPAA WRITTEN AUTHORIZATION TO APPOVED FAMILY/ OTHER PERSONS

On your authorization:

You may:give us written authorization to disclose to persons listed below your health care information,
You may revoke this authorization in writing at.any time. Unless you give us a written authorization, we
cannot use or disclose your heaith information for any reason-except those described in our notice of
privacy practices.

Below please list name of person / persons you are authorizing this approval to and your relationship.

Name of Person Relationship
Name of Person Relationship
Name of Person Relationship

Signature Date



