
P L E A S E P R I N T

i e e e bo l A N D F I N A N C I A L I N F O R M A T I O N
U R L S INSURANCE COMPANY NAME INSURANCE ADDRESS INSURANCE PHONE
e a LS

SUBSCRIBER?S NAME PATIENT'S RELATIONSHIP TO SUBSCRIBER | SUBSCRIBER'S BIRTHDAY| S S N ( U S )/ SIN(CAN)

O s e t r C)spouse (_) DEPENDENT

GROUP / PROGRAM NUMBER EMPLOYER (iF DIFFERENT FROM ABOVE) EMPLOYER?S ADDRESS

S E C O N D A R Y URANCE PHONE
e i Y e t INSURANCE COMPANY NAME INSURANCE ADDRESS INS

SUBSCRIBER?S NAME PATIENT?S RELATIONSHIP TO SUBSCRIBER | SUBSCRIBER'S BIRTHDAY| SSN(US) / SIN(CA)
a

O s e t f ()spouse ( ) DEPENDENT |

GROUP / P R O G R A M N U M B E R EMPLOYER (iF DIFFERENT FROM ABOVE) EMPLOYER?S ADDRESS

seneeanemenmnennaeetil1 4 42,5)5 ) Ln 8), 4) o))Reeseeteneneanememens

YOU MAY DISCUSS MY HEALTHCARE WITH

YES NO OTHERS (PLEASE PRINT)

Health Care Providers (_} ?-

Insurance Companies [__} ?eae

eeneneit 91)LELiN) LEAL OLS Sieeneemeemmeenennmmned

DO YOU PREFER A CONFIRMATION CALL

( J No, it is unnecessary 1 Yes, it is a helpful reminder

_?

ST) w a e

c a s a m a m m m m m a m e e tS S C U L E B S
| hereby au tho r i ze (1) any avai lable insurance benef i t s t o be paid direct ly to my dent is t , (2) t h e release o f m y den ta l hea l th care i n f o r m a t i o n for

any o f m y den ta l hea l th care insu rance c la im, (3) t h e use o f m y den ta l records by e td e n t i s t in any pro fess iona l m a n n e r tha t he / she d e t e r m i n e s ,
(4) t h e m a k i n g o f v ideo tapes , pho tog raphs , and x-rays o f m y den ta l care t r e a t m e n t (collectively ? M y Images?), and (5) m y dentist?s use o f M y

Images in sc ient i f i c papers , d e m o n s t r a t i o n s a n d / o rp r e s e n t a t i o n s w i t h o u t compensat ion t o me. | a g r e e that t o t h e e x t e n t t h e cost o f t h e den ta l
care p r o v i d e d by m y den t i s t is n o t covered b y insurance, | am ob l iga ted t o pay him/her such un insured cos t ( t h e ?Un insu red Costs?) in acco rdance
w i t h h is /her p a y m e n t t e r m s and pol ic ies. Finally, | c e r t i f y t h a t | have read o r had read t o me t h e con ten ts o f th is f o r m and unders tand t h e risks a n d
l im i ta t ions invo lved w i t h t h e den ta l t r e a t m e n t t h a t am t o receive.

SIGNATURE - PATIENT/ GUARDIAN

WITNESS SIGNATURE DATE

If the above named Patient is a minor or unable to pay the his/her Uninsured Costs, the undersigned agrees t o guaranty the payment of such
Uninsured Costs to the Patient?s dentist in accordance with his/her payment terms and policies.

SIGNATURE - GUARANTOR OF PATIENT DATE
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DATE



P L E A S E P R I N T

?CONFIDENTIAL INFORMATION QUESTIONNAIRE@
PATIENT'S LEGALNAME LAST FIRST MI DATE OF BIRTH SSN(US) / SIN(CAN)

PREFER TO BE CALLED HOME PHONE# CELL PHONE#

PATIENT'S ADDRESS STREET APTA CITY STATE ZIP/POSTAL CODE | E-MAIL

U A T E patient?s / GUARDIAN?S EMPLOYER OCCUPATION

O s O M O w O p
(DO UNDERAGE18 ~

WORK ADDRESS STREET APTH CITY STATE ZIP/POSTALCODE | WORK PHONE #

SPOUSE?S NAME LAST FIRST MI SPOUSE?S EMPLOYER OCCUPATION

SPOUSE?S WORK ADDRESS STREET APT# CITY STATE ZIP/POSTALCODE | WORK PHONE #

OTHER FAMILY MEMBERS THAT ARE PATIENTS HERE WHO CAN WE THANK FOR REFERRING YOU TO OUR OFFICE?

onmme-EMIERGENCY CONTACT INFORMATION ~<=eme

a e

*REQUEST FOR CONFIDENTIAL COMMUNICATION-
A ' S MY DENTAL CARE PROVIDER, YOU MAY DO THEFOLLOWINGWITH MY PERMISSION: __

Contact me at home

Contact me via cell phone

Contact me at work

Contact me via e-mail

Leave messages on my home voicemail

Leave messages on my cell phone voicemail

Leave messages on my work voicemail
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