
PATIENT REGISTRATION
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We would like to take this opportunity to welcome and thank you for joining our dental practice. We appreciate your confidence in us and we will do
everything possible to provide you with finest dental care. Please take a few minutes to answer the following questions so we can assist you with your
dental needs.The better we communicate, the better we can care for you.

WELCOME TO GALAXY DENTAL

www.galaxy-dental.com
847-306-9336

Galaxy Dental
1532 East Lake Cook Rd. Wheeling, IL 60090

tokmoig
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MEDICAL HISTORY
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Galaxy Dental 847-306-9336

www.galaxy-dental.com
847-306-9336

Galaxy Dental

1532 East Lake Cook Rd. Wheeling, IL 60090
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1532 East Lake Cook Rd 

Wheeling, IL 60090 
847-306-9336 

  

Appointment Policy 
  

● If you have All Kids Copay, it will apply to every visit. 

● If you have Insurance Co-pay, it will apply to every visit. 

● All ​EMERGENCY​​ must be scheduled on weekdays ​before 4 PM. 
● Please note that the time of your appointment was specifically reserved for you. If you 

are unable to make your appointment, at least 24-hour notice is required. 

            ​$50 fee will be​​ ​assessed for broken appointments. 
● The possibility of a failed appointment is considered if arrival is 15 minutes late. 

● Reminder calls, text messages and e-mails are courtesy to our patients but it is patient’s 

responsibility to keep track of the appointment dates and to notify us of any changes. 

● We reserve the right to terminate your dental work treatment if you miss more than two, 

or are chronically late to your appointments. 

  
Additional charges 

  
● There will also be an added service charge of ​$25​​ for handling any returned checks. 
● Past due​​ accounts will be submitted to an agency that will try to collect past due 

amounts. All costs incurred for the collection of past due accounts, including reasonable 
attorney’s fees will be passed on to you. 

  
  

  
Date​​_________  
Patient Name​​_____________________________________________________   
Signature of patient, parent or guardian​​_______________________________ 
 



 
 

Insurance Coverage 
  
While we check your insurance benefits as a courtesy, we want you to 
know that it is your responsibility to know and check your insurance 
benefits, as you are ultimately responsible for payment on your 
account, even when you are using insurance benefits. Use of 
insurance benefits is reflective of a contract between you and your 
insurer, and use of insurance benefits is not a guarantee of claims 
authorization, processing, or payment, even if your insurer has 
verified your benefits or authorized services up front. We cannot be 
responsible for inaccurate information provided to you or our practice 
by your insurer. 

● Insurance Change has to be provided to us 24 hours before 
scheduled visit. 

● Proof of active insurance policy must be presented on a day of 
the visit.  

● Insurance claims submitted on the day of service only and 
cannot be submitted on an any other date. 

  

⃞⃞       I DO NOT HAVE A DENTAL INSURANCE COVERAGE 

⃞⃞      I am Covered by a Dental Insurance and will 
 provide my insurance information 

 
Patient Name: ____________________________   Date: _____________ 
Parent or Patient Signature:____________________________________ 



 
 

HIPAA Acknowledgement 
 

By my signature I acknowledge that I have read and 
understand the Hipaa Notice of Privacy Practice 
of Dr Zhana Krasyuk. 
 
  
 Date: _____________  Patient Name: ____________________________ 
 
Patient or Parent Signature :___________________________________ 




