
 

WELCOME TO OUR OFFICE 

 

PATIENT INFORMATION 

NAME:       DOB:      SS#     

HOME PHONE:   WORK PHONE:    CELL PHONE:_______________  

OCCUPATION:_________________________________________EMPLOYER:       

EMPLOYER'S ADDRESS:            

    SPOUSE’S EMPLOYER:_________________________________WORK PHONE:      

   DENTAL INSURANCE INFORMATION 

NAME OF INSURANCE CARRIER:           

ADDRESS OF INSURANCE CARRIER:           

GROUP/POLICY #                   PHONE  NUMBER:     

NAME OF INSURED: _____________________________________________ SS#      

ADDRESS:        ZIP CODE:     

RELATIONSHIP TO PATIENT:           DOB:      

OCCUPATION:    EMPLOYER:        

EMPLOYER'S ADDRESS:     WORK PHONE:       

BILLING INFORMATION 

RESPONSIBLE PARTY:_________________________ SS#_______________DRIVER’S LICENSE:   

ADDRESS:______________________________________________________  ZIP CODE:_______________________ 

   REFERRAL INFORMATION 

REFERRED BY:             

I have completed this form fully and completely, and I certify that I am the patient or duly authorized agent of the patient 

authorized to furnish the information requested.  I hereby authorize release of information regarding my dental treatment  

to my insurance company.  I understand that even though I may have dental insurance, that I am responsible for payment  

for all services.  If my account becomes past due, I understand all necessary steps will be taken to collect this debt. In the 

     event that suit or outside collections are necessary to enforce payment of the account, the patient agrees to pay for all  

collection fees and /or attorney’s fees and court costs as may be deemed reasonable. 

 

PREFERRED METHOD OF PAYMENT:   CHECK  CASH  CREDIT CARD 

SIGNATURE OF PATIENT OR RESPONSIBLE PARTY:        

                      DATE:        








