PERSONAL INFORMATION

DATE:
 

PATIENT NAME 









DATE OF BIRTH


SS:



SEX: M
 
F

 ADDRESS




CITY


STATE

ZIP

 HOME #



CELL#


 E-MAIL




WORK #



  CAN BE CONTACTED AT WORK YES

NO



PERSON RESPONSIBLE FOR ACCOUNT




Drivers license #                   

ADDRESS & PHONE # IF DIFFERENT FROM ABOVE






 

WORK#




CAN BE CONTACTED AT WORK YES

NO


CELL#



PLACE OF EMPLOYMENT





 

PRIMARY DENTAL INSURANCE

PLACE OF EMPLOYMENT



EMPLOYEE NAME



 
DATE OF BIRTH 

SS# 



DATE EMPLOYED 



INSURANCE COMPANY 





GROUP # 



CONTRACT # 






SECONDARY DENTAL INSURANCE

PLACE OF EMPLOYMENT



EMPLOYEE NAME



 
DATE OF BIRTH 

SS# 



DATE EMPLOYED 



INSURANCE COMPANY 





GROUP # 




CONTRACT # 





HOW WERE YOU REFERRED TO OUR OFFICE?







 
IF BY A FRIEND OR RELATIVE, THEIR NAME 








FORMER DENTIST 



EMERGENCY CONTACT 




ALL ACCOUNTS WITH A BALANCE DUE THAT IS 60 DAYS PAST DATE OF SERVICE WILL BE ASSESSED A FINANCE CHARGE AT THE RATE OF 1 1/2% PER MONTH.  ACCOUNTS WITH A BALANCE OF $200.00 OR LESS WILL NOT HAVE AN INTEREST CHARGE BUT WILL HAVE A BILLING FEE OF $5.00 PER MONTH.
PATIENT 



 DATE 


WITNESS



 
PARENT OR RESPONSIBLE PARTY 



RELATIONSHIP 




FEES & PAYMENTS
· WE ASK THAT FEES FOR SERVICES BE PAID AT THE TIME THE SERVICES ARE PROVIDED UNLESS OTHER FINANCIAL ARRANGEMENTS HAVE BEEN MADE IN ADVANCE.
· ALL ACCOUNTS WITH A BALANCE DUE THAT IS 60 DAYS PAST DATE OF SERVICE WILL BE ASSESSED A FINANCE CHARGE AT THE RATE OF 1 1/2% PER MONTH.  ACCOUNTS WITH A BALANCE OF $200.00 OR LESS WILL NOT HAVE AN INTEREST CHARGE BUT WILL HAVE A BILLING FEE OF $5.00 PER MONTH.


INSURANCE

IF YOU ARE COVERED BY DENTAL INSURANCE, OUR OFFICE WILL HELP YOU TO COMPLETE YOUR INSURANCE FORMS.  PLEASE REMEMBER THAT YOUR DENTAL INSURANCE IS A CONTRACT BETWEEN YOURSELF, YOUR EMPLOYER & THE INSURANCE COMPANY.  IF A FEE IS PARTIALLY OR TOTALLY DENIED BY THE INSURANCE COMPANY, YOU WILL BE RESPONSIBLE TO PAY THE ENTIRE BALANCE.


OFFICE POLICY
· ALL PATIENT RECORDS & DIAGNOSTIC AIDS (SUCH AS RADIOGRAPHS, STUDY MODELS) ARE THE PROPERTY OF THIS OFFICE.

· FEES WILL BE ASSESSED FOR DIAGNOSIS, TREATMENT, CONSULTATION OR OTHER DENTAL SERVICE.

· FAILURE TO KEEP AN APPOINTMENT WITHOUT TWENTY-FOUR (24) HOUR ADVANCED NOTICE WILL RESULT IN A NOMINAL CANCELLATION FEE RESPECTIVE TO RESERVED TIME.

· A COPY OF OUR PRIVACY POLICY THAT IS HIPPA COMPLIANT IS AVAILABLE UPON REQUEST


AGREEMENT & CONSENT

· I UNDERSTAND THE ABOVE AND HEREBY AUTHORIZE THE RELEASE OF ANY DENTAL INFORMATION WHICH MIGHT BE NEEDED IN CONNECTION WITH PAYMENT FOR DENTAL SERVICES.

· I HEREBY CONSENT TO AND AUTHORIZE DR. HENRY J. BROWN AND/OR DR. DAVID BROWN TO RELEASE INFORMATION OF ALL TREATMENT RECORDS INCLUDING RADIOGRAPHS (X-RAYS) TO ANY AND ALL DENTIST, PHYSICIANS, AND PHYSICAL THERAPIST THAT MAY BE NECESSARY FOR TREATMENT OR DIAGNOSIS.  

· I HEREBY CONSENT TO AND AUTHORIZE THE RELEASE TO DR. HENRY J. BROWN AND/OR DR. DAVID H. BROWN, ANY AND ALL TREATMENT RECORDS INCLUDING RADIOGRAPHS (X-RAYS), PHOTOGRAPHS AND MODELS FROM ANY AND ALL DENTIST, PHYSICIANS, AND PHYSICAL THERAPIST THAT MAY BE NECESSARY FOR TREATMENT OR DIAGNOSIS.

· I ALSO HEREBY GIVE CONSENT TO THIS OFFICE TO PERFORM PROCEDURES AND TREATMENT INCLUDING INHERENT IN ALL DENTAL PROCEDURES INCLUDING THE ADMINISTRATION OF DRUGS COMMON TO DENTAL PRACTICE.  THESE RISKS MAY INCLUDE ALLERGIC REACTIONS TO ANESTHESIA, DRUGS, OR RESTORATIVE MATERIALS USED.  I ALSO UNDERSTAND I AM FREE TO ASK ANY QUESTIONS REGARDING THE PROCEDURES, RISKS INVOLVED AND FEES ACCESSED.
PATIENT 
 



DATE 

WITNESS



 
PARENT OR RESPONSIBLE PARTY








 
