PATIENT INFORMATION
Date: _________________

Name: _____________________________________________________Nickname:___________________________
Address: _______________________________________________________________________________________
City/State: ___________________________ Zip: __________________________Phone:______________________
DOB: _____________________ Social Security #: ________________________ Marital Status: _______________

Employer: ______________________________ Occupation: ____________________________________________
Work Address: _________________________________________________  Work phone:____________________
Emergency Contact: _______________________ Phone:_________________ Relation:______________________
Referred by: __________________________ Dentist:___________________ Physician:______________________
Purpose of your visit: ____________________________________________________________________________
Primary Dental Insurance Company: ________________________________________________________________
Group#_________________________
Policy#__________________________________________

Address of Insurance Co._______________________________ City/State:___________________ Zip:___________

Insurance Co. Phone # ______________________________ Employer:_____________________________________
Name of Policy Holder: ______________________________ DOB: _______________ SS#______________________

Secondary Dental Insurance Company: _______________________________________________________________
Group# __________________________
Policy#___________________________________________

Address of Insurance Co.________________________________ City/State: ___________________ Zip: _________

Insurance Co. Phone #:______________________________ Employer: ____________________________________

Name of Policy Holder: ______________________________ DOB: ________________ SS#____________________ 

Medical Insurance Company: _______________________________________________________________________
Group #__________________________
Policy#____________________________________________

Address of Insurance Co._________________________________ City/State: __________________ Zip: _________
Insurance Co. Phone# ________________________________ Employer:____________________________________

Name of Policy Holder: ______________________________ DOB: ________________ SS#_____________________
AUTHORIZATION FOR RELEASE OF INFORMATION

I authorize the physicians and outpatient staff in attendance on this case to release medical information to the pertinent insurance company(s) or third party carriers and request that payment be made directly to the billing entity.  I also request that payment of benefits from my secondary insurance carrier___________________________________________ be paid directly to the billing entity until otherwise notified.

Signature of Patient: ___________________________________________________________________ Date: _________________________________

OFFICE POLICIES
1. I understand that I am financially responsible for any balance not covered by my insurance carrier.

2. I understand that co-payments are due at the time of my visit.

3. I understand that I am responsible for informing the receptionist of any changes in address or insurance coverage.
4. I understand that a copy of my insurance card must be shown at each visit.

5. I understand that I am responsible for providing a referral from my Primary Care Physician (PCP), and or Dentist should my insurance carrier require one, and that if one is not received, my appointment will be cancelled.

Signature of Patient: ____________________________________________ Date: ___________________________
