
Bloomington Family Dental  

 

Ryan E. Kloboves, DDS          Robert Shirley, DDS   

                  

Release of Information  

I, _                                                        _, give my permission to the staff of Bloomington Family Dental to discuss completed 

and proposed treatment with the following individuals:  

  

 

              
Name               Relationship to Patient  

 

  

 

           
Name                Relationship to Patient  

 

 

  

             
Name                Relationship to Patient  

 

 

Signing this form also grants permission for dental records and x-rays to be shared with specialists and other dental 

practices as needed for patient’s care.   

  

 

_____________________________________  

Patient or Responsible Party Signature  

  

 

______________________ 

Date 

 

 

 

 



Bloomington Family Dental  

 

Ryan E. Kloboves, DDS            Robert Shirley, DDS               

Patient Registration 
 

Date: ____________________________  

Patient Information:  

First Name: _________________________Last Name: ___________________________________________Middle Initial: __________  

Preferred Name: _________________________  

Address: ____________________________________________  

City: ______________________________ Zip: ______________________  

Home Phone: _________________________ Cell Phone: ____________________________  

Work Phone: _____________________Ext: ______ E-mail: _________________________________________  

Birth date: ________________ SSN: ________________________Employer: _________________________________________  

Sex: ___Male ___ Female Marital Status: Single ___ Married ___ Divorced ___ Separated___ Widowed___  

Is there anything you would like to change about your smile?:_________________________________________________________________  

Previous Dentist: _______________________________ Reason for leaving:_________________________________  

Preferred Pharmacy: _____________________________ Primary Physician : _________________________________  

Referred By: Patient Name _____________________________________________ Drive-by ____ Yellow Pages ____ 1-800-Dentist ____  

Direct Mailer ____ Google Ad ____ Facebook Ad ____ Radio _____ Other ______  

Patient is Policy Holder/Responsible Party: Yes _____ No _____  

Responsible Party or Policy Holder Information: (If someone other than the patient)  

Responsible Party Name: ___________________________________________Middle Initial: ______  

Preferred Name: _________________________  

Address: __________________________________________________________________________  

City: _________________________________ State: ________ Zip: _______________  

Home Phone: _________________________ Cell Phone: ____________________________  

Work Phone: _____________________Ext: ______ E-mail: _________________________________________  

Birth date: ______________________ SSN: _______-________-________ Employer: __________________________________________  

Emergency Contact Information:  

Name:__________________________________ Relationship:__________________________ Phone #:______________________________ 

 



 



Bloomington Family Dental  

 

Ryan E. Kloboves, DDS          Robert Shirley, DDS   

  

 Financial Statement 
 

 
We believe in the importance of quality dental care, and we strive to provide the best dental treatment possible. Also, 
we understand the financial limitations that may influence your choice of care.  
 
We work with most insurance companies and always try to maximize your coverage through meticulous detailing of 
procedures and interaction with your insurer. As a courtesy, we complete and file all claims to your insurance carrier and 
we're available to answer any questions you may have. 
 
Please remember, however, that you are responsible for the portion of your treatment not covered by your insurance. 
We do ask that you pay the estimated portion of your services at the time of treatment. If you qualify, we offer Care 
Credit which can assist you in interest free monthly payments. We also accept all major credit cards. 
 
Should your account become delinquent, we will place the account with a collection agency, and you will be responsible 
for fees equaling 20% of any unpaid balance placed for collection.  
 
We hope that you find this information useful. Rest assured that we are here to help make quality dental care 
obtainable for all. We look forward to working with you to achieve excellent dental health.  
 
 
 
 
 

 

_____________________________________  

Patient or Responsible Party Signature  

  

 

______________________ 

Date 

 

 


