
Full Name _________________ _ Today's Date ________ _ 
Mr. Mrs. Ms. Rev. Dr. 

I prefer to be addressed as ____________ _ Birthdate _________ _ 

Whom may we thank for referring you to our practice? ___________________ _ 

Home Address _____________________ _ Home Phone _____ _ 

Work Address ____________________ _ Work Phone _____ _ 

City ______________ State _ _ Zip ____ _ Cell Phone ______ _ 

E-mail address ______________________________ _

Preferred contact □E-mail □Home Phone □Work Phone □Cell Phone Best time to call ____ _

Employer ____________ Occupation _________ SS# _________ _ 

Dental Insurance □Yes □No If yes, Insurance Co Group # ________ _ 

Insurance Address Policy Holder ID# ____ _ 

Policy Holder Name Policy Holder DOB ________ _ 

Financially Responsible Party □Self □Spouse □Parent/Guardian 

Spouse/ Partner _________________ _ Phone ___________ _ 

Additional Emergency contact ____________ _ Phone ___________ _ 

Last dental visit _____ with Dr. __________ City ______________ _ 

Why have you made this appointment _____________________ _ 

PLEASE SELECT ONE BOX ON EACH LINE 

□My mouth is very comfortable □My mouth is moderately comfortable □My mouth is uncomfortable

□My smile is excellent DI would like to change my smile 01 am unconcerned about my smile

DI will do whatever I must to keep my teeth DI want to keep my teeth but only within a certain budget of time and money 

□ I've done the dentistry recommended to me □ I've NOT done dentistry recommended to me □Never been recommended

) MY DENTAL HEAL TH IS □Excellent □Good □Fair □Poor











Insurance: 

We provide services for our patients with the understanding that they are responsible for 

payment in accordance with our financial policy. We will prepare and submit forms and reports 

to assist you in obtaining maximum benefits available. However, the treatment recommendations 

or fees are not affected by the presence or absence of insurance benefits. Your dental benefits 

are a contract between you, your employer, and the insurance company. 

Collections: 

Payment for services rendered is due the day the services are performed. In the event that 

your balance becomes more than 90 days overdue, your account may be turned over to an 

outside collection agency. The responsible party agrees to pay interest, collection, and any legal 

expenses related to the collection of fees owed. 

I agree to assume full financial responsibility for all services and treatment that is provided. 

Signature _____________ _ Date _________ _ 



PATIENT APPOINTMENT AGREEMENT 

We -make every effort to value your time and schedule your appointment time just for you. 

We truly appreciate your courtesy of giving us 48 hours notice if you have a conflict with your appointment and need to 
schedule a different day or time. We are committed to your oral health and keeping your scheduled appointments 
allows us to be partners in your dental care. 

• I acknowledge my appointment date/time is a reservation.
• I acknowledge I am required to provide 48 business hours to make any changes to my appointment.
• I acknowledge 8:00 am, 2:00 pm, and 3:00 pm appointments are considered VIP appointments, and if I

niiss an appointment without providing 48 hours' notice, I may not be able to schedule another VIP

appointment.
• I acknowledge after 2 appointments in which I do not provide 48 hours' notice, I will be charged a $75

per hour fee and may be required to leave a 25% deposit in order to schedule my next appointment.
• I acknowledge after 3 appointments in which I do not provide 48 hours' notice, I will not be able to pre­

appoint and may have to provide my full co-pay before being scheduled.

Patient Signature 

Date 


