Spouse or Responsible Party Information
The following is for: O the patient's spouse O the person responsible for payment

Name:
OMale OFemale . OMarried O Single [ Child O Other
Social Security #: Birth Date:
Phaone (Home}: (Work): Ext: Best fime to call:
Address: ,
- Sleat - ' Apartment #
Cily - ! Slale Zip Coda
‘ Employment Information
The foilowing is for: 0 the patient O the person responsible for payment
Employer Name: Occupation:
Address:
Sireet . City . Slale Zip Code
Insurance Information
Primary ‘
Name of insured: Is insured a patient? 0 Yes 0O No
Last . First M ’
tnsured's Birth Date: 1D #: , Group #
Insured's Address: ' %
- Slreet ! Cily Slata Zip Code

insured's Employer Name:

Address:
Stresl City Slale Zip Code
Patient's relationship to insured: O Self D Spouse O Chiid O Other

insurance Plan Name and Address:

Secondary

Name of Insured: ___ Is insured a patient? O Yes - O No
Lasl First M ’

Insured's Birth Date: ID #: Group #;

insured's Address: I — _ - —

Insured's Employer Name:
Address:

Streel City State: Zip Code

~ Patient's relationship to insured: O Self O Spouse [ Child D Other
Insurance Ptan Name and Address:

a

Consent for Services

As a conditian of your irealment by Ihis office, financial arrangenrents must be made in advance. The praclice depands upon reimbursement from the patients for the cosls incurred in hair care and
financial respensibility on Ihe parl of each patient musl be delermined before Ireatment.

All emergency denlal services, or any dental services performed without previous financlal arrangaments, must be pald for in cash at the time services are performed.

Patienls whe carry danlat insurance undersland that all denlal services furnished are chargad direclly to ihe patienl and thal he or she is personally respansible far paymenl of all denlat sesvices. This
office will help prepare the palienls insurance forms or assist in making colleclions from insurance companles and will credit any such coifections 10 the pallent’s account. Howevar, this dentss office
cannol render services on the assumplion thal our charges will ba paid by an insurance company. -

A service charge of 1%4% per month {18% per annum) on the unpaid balance will be charged on all accounts exceeding 60 days, unless previously written financial arrangemenis are salisfied.
| undersland thal the fee estimate listed for his daniai care can only be extended for a period of six manths from the date of the palient axamination.

In consideration for the professional services rendered 1o me, ar al my request, by the Docler, | agrea to pay (herelora the reasenable value of said sesvices to said Doclor, ar his assignae, al lhe lime
said servicas are rendered, or wilhin five (5) days of billing if credit shall be extended. | further agree thal ihe reasonable valus of said sarvices shall be as bitfled unless objsclad lo, by me, in writing,
wilhin the lime for paymenl thereal. | furlher agree ihat & waiver of any breach of any lime or condilion hereunder shall no! conslilute a waiver of any furlher lerm ar condilion and | further agree 1o pay
all costs and reasonabla allornay feas if suil be instiluled hereunder.

| grant my permission la you or your assignee, to {elephone me ai home or at my work to giscuss matlers related to this forem.

| have read the above conditions of treatment and payment and agree to their content.

) Date; Relationship to Patient:
Signature of patient, parent or guardian ‘

Date: Relationship to Patlent:

Signature of guarantor of paymentiresponsible party




