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

Name:

0 Male O Female O Married O Single [ Child O Other
Social Security #: Birth Date:
Phone (Home): {Work): Ext: Best time to call:
Address:

Stiest Apariment #

Caty: State Zip Code

Employment Information

The following is for: [l the patient [ the person responsible for payment

Employer Name: Qgccupation:

Address: :
Street City State Zip Code

insurance Information
Primary

Name of Insured: s insured a patient? O Yes O No

Last Eirst Al

Insured's Birth Date: 1D # : Group #
insured’s Address:

Sueet o T City State Zip Code
Insured’s Employer Name:

Address: v
Stre=t City tate Zip Code

Patient's relationship to insured: O Self O Spouse O Child O Other
Insurance Plan Name and Address:
& Phone Number

Consent for Services

As 3 candiion cf your treatment by this office, hnancial arrangements must be made in advance. The praclice depends upcn reimbursement from ihe pasents fof the costs incurred in their
cace and financial responsibility on the part of each patient must be determined before trealment

All emergency dental services. or any dental services performed wathout previous financial arrangements, must be paid for in cash at the tme senvices are performed

Palients wha carry dental insurance understand that all dental services fuenished are charged directly lo the patienl and that he or she is personally responsible for payment of all dental
services  This office wall help prepare the patients insurance forms or assist in making collections from insurance companies and will credit any such cclfections to the patient's account.
However. this denta! otiice cannct render services on the assumpticn that cur charges will b2 paid by 2n insurance company.

A sernce chasge of 1%43%h per month (18% per annum] on the unpaid balance wall be charged on all accounts exceading 60 days. uniess previously wnitten hinancial airangements are
sabished A credit seport may be oblained when necessary

1 understand that the fee esumale histed for this dental care can enly be extended for 2 pericd of s months fiom the date of the patient examination. i

In cansideration far the prolessicnal serices rendered lo me, o at my request, oy the Doctar. | agree lo pay therefore the reasonable value of said services to said Doclor, of his assignee,
at the hme said services are rendered. or within five {3} days of billing if credit shall be extended. further agree that the reasonable value of said sennces shall be as billed unless objected
lo. by me 1 waling, within the ime for payment therec! 1 fusther agree that a waiver of any breach of any time or condition hereunder shall not cansltitule a wawver of any fuithef term of
condtien and § further agiee lo pay all costs and reasonable attorney fees il swit be inshituted hereunder

| grant my permission fo you ar your assignee, to telephane me al home or al my work to discuss matters related to this form 1 authorize my insurance company to directly pay this dental
practice any amount due pending a claim for dental treatment er services. | alse awthorize this doctor to release any information o my insurance campany We reserve the nghtio chatge
for any missed or cancelled appointments without 24 hour nolice.

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

Date: Relationship to Patient:

Signature of patient, parent or guardian




