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248 7 Patient Information T
Last Name First Name
Middle Initial Preferred Name
Street Address Birth Date
City Sex (M/F)
State Zip
Social Security #
Cell Phone }Secondary Phone
Email :
Guarantor InformatiB§ '(Person\'Rééponsibie for Bi;i)
Last Name Social Sec. #
First Name Birth Date
Middle [nitial Sex (M/F)
DL #
Street Address
Cell Phone Secondary Phone
City State Zip Code
Email
Guarantor Employment Information
Employer Name Employer Phone
Street Address Suite/Apt#
City State
Zip Code _ | County
Insurance Information for Patient - Provide Complete or provide copy of insurance card
Insurance Company #1 Policy # Name of Insured:
Group # SSN:
Relationship to Insured: Birthday of Insured:
Insurance Company #2 Policy # Name of Insured:
Group # SSN:

Relationship to Insured:

Birthday of Insured:

Signature of Patient/Guardian:
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Office Policies

pt of Notice of Privacy Practices _
ledges that you understand that your medical information
This is in compliance with The He

Acknowledgement of Recei
Your signature below acknow _
individual unless indicated of the bottom of this form.

Accountability Act (HIPPA) of 1996.

We welcome you to our practice and look forward to the privilege of meeﬁng yo
us know at any time if we are not meeting your needs, or if you have questions.
of our practice that you need to understand.

will not be released to any
alth Insurance Portability and

ur healthcare needs. Please don't hesitate to let
Below is some information about certain policies

Dental Insurance and Financial Policies:
As a courtesy to our patients, we will file your insurance
the dental fee, which means you, will be responsible for you

based on the information you provide. Most plans only cover a portion of
r deductible and the portion we estimate your plan will not cover. We

will provide you with an estimate, but due to insurance terms, eligibility, and clauses, the estimate is not exact. For more specific
details concerning your insurance, you should contact your insurance company. Payment of your estimated portion is expected at
the time you are in our office for dental care. Please note that any deductibles or co-payments are strictly an estimate and there
may be a balance remaining after your insurance pays. Some, or perhaps all, of the services provided may be non-covered
services and not considered for payment by your dental plan. We do not base our treatment recommendations on the benefits of

any insurance policy, but solely upon the dental health needs of our patients.

We are committed to providing you with the best care possible, and we are pleased to discuss our Professional fees with you at
any time. Your clear understanding of our financial policy is important to our professional relationship. Please ask if you have any
questions about our fees, financial policy or your responsibility.

Payment Options:
We accept cash, checks, and most credit cards. We also offer inter ‘ ifyi i

i i . est free financing for qualifying pat i
Please see our financial coordinator for more information. ° Saying pRECTS: through Care Credt.

Missed Appointments:

W ‘ . -

refe:r\iu:eizl:a?fea pac:sent and we spemﬁca!ly set a special time for child's needs. Before your scheduled appointment, you will

o e r;;:t n?;statlafout your al,ppomtrqent. Plegse confirm your child's dental appointment or reschedule 48 h'ours prior
p nt. If your child’s appointment is broken less than 24 hours’ notice, we reserve the right to refer you to

I, authorize the persons listed below to bring/pick-up

appoint aiis
ppointments & can make any decisions concerning his/her dental treatment weny den

Name:

Relation: i
one #

Name:
Relation:

Phone #

Bmlelns

Parent/Guardian Signature

Date

e



