
Thank you for selecting our team to provide you with the best possible dental 

care! To help us meet all your dental healthcare needs, please fill out this form 

completely in ink. if you have any questions or need assistance please ask us we 

will be happy to help! 

Birth Date:___________________________ Today's Date:____________________________ 

Name:__________________________________________________________________________ 

Phone________________________ Email____________________________________________

Address_________________________________________________________________ City_________________________________ State_______ Zip__________ SS#________________________________  

Employer/ If Student, Name Of School ________________________________________________________________________________________ Work Phone__________________________________  

Business/School Address__________________________________________________________________________  City____________________________________ State____________ Zip____________ 

Spouse or Parent/Guardian's name_______________________________Employer____________________________________________Work Phone_________________________________________ 

Check the appropriate box:        Minor        Single         Married        Divorced        Widowed         Separated 

Whom may we thank for referring you?_____________________________________________________________________________________________________________________________________ 

Name of Person Responsible for account___________________________________________________________________Birthdate____________________Drivers License#___________________  

Address________________________________________________________________ Phone______________________________Email___________________________________________________________  

Employer_____________________________________ Work Phone____________________________________________ Relation to Patient__________________________________________________ 

Is this Person Currently a Patient in Our Office?___________________________________ 

For your convenience we offer the following payment methods. Please check the option you prefer. payment due in full at each appointment. 

       Cash        Personal Check         Visa        MasterCard        American Express       Discover       Care Credit        Discuss Office Payment Options 

Name Of Insured___________________________________________ Relationship to Patient______________________________ Birth date______________ ID#/ SS#_________________________ 

Name of Employer_________________________________________________________ Date Employed____________________ Work Phone_________________________________________________ 

Employer Address__________________________________________________________________ City__________________________ State________________ Zip_________________________________ 

Insurance Company___________________________________________ Group #__________________________ Ins. Co. Phone_____________________________________________________________ 

Insurance Company Address_________________________________________________________________________________________________________________________________________________ 

Name Of Insured___________________________________________ Relationship to Patient______________________________ Birth date______________ ID#/ SS#_________________________ 

Name of Employer_________________________________________________________ Date Employed____________________ Work Phone_________________________________________________ 

Employer Address__________________________________________________________________ City__________________________ State________________ Zip_________________________________ 

Insurance Company___________________________________________ Group #__________________________ Ins. Co. Phone_____________________________________________________________ 

Insurance Company Address_________________________________________________________________________________________________________________________________________________ 



 

Physician_______________________________________________________ Office Phone________________________________ Date of last exam_____________________________________________ 

Previous Dentist______________________________________________________________Location____________________________________Date of Last Exam________________________________ 

 

 

 

 

 

 

payment is due in full at the time of treatment unless prior arrangements have been approved. 

This office accepts insurance, I understand that I am responsible for the payment of services rendered and also responsible for paying any co-payment and deductibles that my insurance does 

not cover. I hereby authorize payment directly to the Dental Office of the group insurance benefits otherwise payable to me. I understand that I am responsible for all cost of dental treatment. I 

hereby authorize release of any information, including the diagnosis and records of treatment or examination rendered to my insurance company. I understand that the information I have 

given today is correct to the best of my knowledge. I also understand that this information will be held in the strictest of confidence and it is my responsibility to inform the office of any 

changes in my medical status. I authorize the dental staff to perform any necessary services that I may need during diagnosis and treatment, with my informed consent. 

X___________________________________________________________________________________________________________   ____________________________________________________________________________________ 

signature of patient (or parent or guardian)       Date 


