Date: _ Getting To Know You As Our Patient
l’atient Name o | | . | .Se.eial-Seeurity Number | o | Heme Phone
L L ( )
Preferred Name to be Called o . ) | Werk Phene_ - | EE | | Cell Phone
Home Address - o | City,State,Zip - |Birthdate
Marital Status S - S Sex o | | | S . Drivers License and State
QSingle QMarried ODivorced QSeparated [ OMale QOFemale o | |

Email Address (This will not be shared)

- | May we s_end'yeu a_rnenthly e-newsletter with officenews QYes QNo

-, | . ’ .'- I

Primary Dental Insurance Company R - - Group o - - - - Subseriber

|Secondary Dental Insurance Company | : - Group | L L | N Subscriber B
Your Employer - . - o | 'Ye_ur Occupation i

Res'pe’n’sible Party | | o

|Patient Name - o - 'S'or:ial_'Seeurity Number - | o . o 'Home Phone

|Home Address | - | N o Ci_ty, State, Zip o - | | Birthdate

Marital Statu; o | | _ T | o - Rel'atienr.hip.te Pat'ie_nt'_ | | _' | Drivers License and State

~|QSingle ‘0 Married EIDiverced. DSeparated .

- -—_—T_-._—.—..

|Responsible Persen's Empleyel? | | | _- Occupation | | I ...' . | Work Phone
| ' |( )
- |Business Address B o | State, Zip |
. '-Spous'efs Name | a | . | - | Social Sec;irityﬂumhe'r B o T — lBirthdate
Spouse’s Employer - - ; I - -Occupatien - o ) - . o ._ o Work Phone
| - ()
Spou_se’s Business Address o R | R Gty R I - | State, Zip
_ - How dld you hear about our ofﬁce'? (Check only one)
Q Referred by a friend N Yellow Pages . a Relatwe - - Q Websrte - O Welcome Wagon
JOther_ ' EITV/ Radlo Ad A Newspaper Ad- 'O Direct Mailing QO Sign by Building

If you were referred whom may we thank for referrmg you? |

- CONSENT

| wrll answer alI health questlens to the best of my knewledge . (mltial here) . |
After explanation by the doctor,| hereby authorize the performance of dental services upon the abeve named patlents and whatever precedures that the judgement of the doctor may
decide | in order to carry out these procedures. | also authorize and request the admlmstrat!en of any anesthetlcs and X-rays as may be deerned necessary and advisable by the doctor.

Signature - | ._ - | Date o T - -RelationshlptePatient'

TERMS AND CONDITIONS

' Th:s office depends upon reimbursement from the patlent for the costs incurred in theu' case. The financial respons:bmty of each patient must be determined before treatment,

| As a condition of treatment by this office, | understand finandial arrangements must be made in advance. All emergency dental services, or any dental service performed without pnerﬁnanaal arrangements must be paid for at the time services are performed.

- | Y understand that dental services furnished to me are charged directly to me and that | am personalty responsible for payment. If | carryinsurance, understand that this office wil prepare my insurance farms to assist in making cellectlans from insurance
| cempanres and will credlt such collections to my account. However, this dental efﬁce cannet render services onthe assumptlen that charges wrll be paid by an insurance cempa ny. -

Assrgnment of Insurance: | hereby authorize releases of any information needed and also authonze rny insurance cempany topay d:rectly tothis Ofﬁce beneﬁts acaruing to me under my polrcy ! understand that the fee estimate listed for this dental care
§ can only be extended for 2 period of 90 days from the date of the patient’s examination:! also understand that in order to collect my debt, my credit history may be-checked through the use of my Sodal Secunty Number or any other information | have given

| you.lagree that in the event that either this office or | institute any lega! proceedings with respect to ameunts owed by me for services rendered, the prevailing party in such proceedings shall be entitled to recover all costs mcurred lncludmg reasnnable

| attorney’s fees.! grant my permission to you, oF your assignee, to telephone me at heme or at my werk te dlscuss matters related with this form I have read the abeve cendmens and agree tu the:r content.

-~ |signea____ . e
| There may be a charge for any mlssed appomtments or appemtments not cancelled 48 hours befere the appointment time.



