
Patient Information

Street

Name:

Address:

Home#

Email Address

Ce ll #

Preferred Name

State                       Zip

Marital Status:   I_} S I_]  M  L] W [_]  D

Howwouldyou liketobecontacted (checkallthatapply):     L]Text    L]  Phone call     L]  Email

SSN

Occupation:

Circleone:      M       F          DOB:

Employer_

Referred by/ How did you hear about our office:

If underl8 who is Responsible forAccount:

Policy Holder Name

I nsurance company Name

MemberlD#

Policy Holder Name

Insurance company Name

MemberlD#

INSURANCE INFORMATION

DOB SSN

_Employer

Group#

Secondary Insurance Information

DOB

Employer_

Group#_



Prlvacy Practlce

A3requlrcdbytrloPflfaGyRcgi)latlona,BaxtorP€ntalA§so¢lateshasexF)lalnedthe
"Notlc® Of Privacy Practlces'' to ny satisfa¢tfon. I give tins practlcc my consent to
use or dfsclos® my protoctod hoalth lnfomatlon to cany out my treatment, to
obt®ln payment from lrisurf]nca componles, and for h®althcar® operatlon®
llke quallty r®vlows.

I undorsfarid that I will b® rosponslt}le for ttio full amount of my treatment fee regardless
of the reason for non~paymcnt from my dcnfal plan. In the ®vont Insurance coverago
termlrlatos, difT®rs from oLir o¢tlmated amotint or changes ln any way from the estimate, I
Wlll be rospon8ll}l® for the unpald balanc®. I agro® to be rosponslbl® for all chargog for
dental servfces not pald by my dental plan.

I undoret®r`d ln ¢®S® of delinquency, I wlll bo responslt)le for
all I®gol and gttomcy fools duo on thls account a wlll bo turned over to o collection
agency for nan paymcrit to tl`® prsctlco.

I understand thls pr®otlc® /¢llnTc has the rlght to cheTtge tt`elr prlvacy pmctlc®
and that I may obt®ln my revlsod notlce ®t the practlco/clfnlc.

I understand I have the rlght to request a r®stric(ton of ttow my protected liealtli
lrlforniatlon ls tised. Iiowover, I also qndcrstand that trio practice/cllnlc agrees to my
roquesl lf the practlce/clfnlc 8greos to my request restrl'ctton, tn8y mtJst follow
tl)a re9trlctfon(€)

I also tJnder8tand I may revoke thlg consent at ally tlmo, by maklr`g a request fn
`witf rlg,. ®xc®pt for the Information alro8dy used or df8Closod.

Signature:

Prln,:

If stgT.ed by parent, state r®tatlonshlp to



OFFIcn poLIC" FOR MlssBD AppolNTMENTS

Wh¢n our olrice schedules an a|]po!ntmcnt for you, we are setting aside a
dedicated cliail. alld time slot jiift for you. We only ask tliat if you resclicd`IIc
yo`lr appointment, that you plonse provide us wltl` fit least 24 I`our and !f we
lmv¢ more ttian on I.our scl`edu]cd for you, pt..use try to give u3 a 48 Iiour tiotic€.
Tltls courtesy makes it possible to give yout' rcservcd tlme to a patient Wllo
would eitl`ci. linvc an emergency or need trc8tmeTlt.

CI.IARGES FOR NO SI]OW ^plT'S WrLL APpljY

Every patl€nt !n otir practice I.ccclvcs a unique reservation. Whcn yotlr
appointment is mode, a tfmc is reserved, your materfa]s arc ordcrct], uno wc
make special nrrangmcnts to be ready for your visit. Except for emergency
treatment for aiiotticr patle]it, you can except t]s to t}e prompt. We, of co`]n`c, would
appreciate the Same cour(esy from oilr patients.

None DATu


