


 

11/3/2015 

 

Clinton Dental Center 

Roman R. Sadikoff, D.D.S., PLLC 

 

IN CASE OF EMERGENCY (Name of someone at an address different from yours) 

Name:              

 

Phone #:  (          )      Relationship:      

 
Notice to Patients Regarding Office Policies: 
 

 This office maintains a standard fee schedule.  

 

 Financial responsibility for children with divorced or separated biological parents lies with 
 both parents regardless of who brings the child in.   

 
 Patients assisted dental insurance should remember that professional services are 

rendered and charged to the patient (or responsible party) and not to the insurance 
company. Your dental insurance program is a contract between the subscriber, the 

employer, and the insurance company. Even though an insurance claim is filed, a 
statement will be sent each month if the account has a balance due. 

 
 Payment is required the day services are rendered. We accept Cash, Check (with valid 

Michigan ID), Visa, Master Card, Discover, American Express and Care Credit. 
 

 A $25.00 fee is assessed to all checks returned NSF.  
 

 Any account over 120 days delinquent may be sent for collections. 

 
 Broken appointments or those canceled without a 48 hour notice will incur a charge 

of $25.00 per ½ hour of scheduled time. 
 

 
By signing this form, I verify that the information given by me on the other side is true and correct to the 

best of my knowledge. I understand the above information and accept that I am responsible for the total 

fee for services rendered regardless of insurance benefits, including service charges and broken 

appointment fees. 

 

I hereby authorize the release of information to the medical and or dental insurance company regarding 

services rendered to the patient and authorize benefit payment directly to Dr. Roman R. Sadikoff, PLLC.  

 

Signed: X         Date:      

 

 

Relationship to Patient:      

 

 







 
 

Pediatric TMJ/Airway-Sleep Screening Form 

 
 

Patient Name:              Date:     

 
Please indicate if your child experiences any of the following: 

 

 □ Snoring     □ Chronic Mouth breathing 
 □ Difficulty falling asleep   □ Bed wetting 
 □ Difficulty staying asleep  □ Dental crowding 

 □ Restless sleep    □ Speech difficulties 
 □ Night terrors    □ Excessive daytime sleepiness 
 □ History of respiratory infections 
    (ear, nose, throat) 

 

Parent Signature:       Date:     

 

Below line for clinical use only 

 
 

JVA QUICK Completed:Yes □No□Openbite:   OB mmOJ mm 

 □Dental Crowding   □Frenum Pulls   □Narrow Arch Forms 

 

Range of Motion Measurements: 

Lateral Excursion Right   mm Interincisal Opening (with pain)    mm 

Lateral Excursion Left    mm Interincisal Opening (w/o pain)    mm 

Protrusive    mm 

 

By:    (initials) Date:    
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