
 

 

Patient Information Form 
                  Today’s Date_________________ 

First Name_______________________ MI_____ Last Name _________________Nickname__________ 

Address: Street__________________________ City_________________ State________ Zip__________ 

Phone: Home_______________________ Work_______________________ Cell___________________ 

Social Security Number_______________________________ Date of Birth_______________________ 

E-mail address_________________________________________________________________________ 

Do you consent to text message reminders?   YES / NO      Driver’s License #_______________________ 

Employer_________________________________ Occupation__________________________________ 

Employer’s Address: Street________________________________ City___________________________ 

State__________ Zip________________ Phone Number_______________________________________ 

Sex:    Male  Female   Marital Status:    Single  Married  Separated  Divorced  Widowed  

If case of emergency, who should be notified? _______________________________________________ 

Relationship to patient______________ Home Phone__________________ Mobile________________ 

Is the patient a Minor?  Yes  No      Name of Responsible Party_______________________________ 

Date of Birth__________________________ Relationship to Patient_____________________________ 

Dental Benefit Plan Information 

Primary Dental Plan Name_______________________________________________________________ 

Address: Street________________________ City___________________ State________ Zip__________ 

Name of Subscriber_____________________ Date of Birth______________ SSN___________________ 

ID/Policy Number______________________________ Group Number___________________________ 

Patient relationship to subscriber_________________________________________________________ 



 

Secondary Dental Plan Name_____________________________________________________________ 

Address: Street________________________ City___________________ State________ Zip__________ 

Name of Subscriber_____________________ Date of Birth______________ SSN___________________ 

ID/Policy Number______________________________ Group Number___________________________ 

Patient relationship to subscriber_________________________________________________________ 

Whom may we thank for referring you? Please list 

 Current established patients 

 Website 

 Doctor 

 Advertisement 

 Website 

 Insurance Company 

Please list any other members of your immediate family who are patients in our practice: 

______________________ ____________________ ____________________ ______________________ 

Payment: Payment is due at the time services are rendered. Financial arrangements are discussed during the initial 

visit and a financial agreement is completed in advance of performing any treatment with our practice. We accept 

the following forms of payment Cash, Visa, MC, AMEX, and Discover.  

Dental Plan Benefits: Your dental benefit is a contract between you and/or your employer and the dental benefit 

plan. Benefit and payments received are based on the terms of the contract negotiated between you and/or your 

employer and the plan. We are happy to help our patients with dental benefit plans to understand and maximize 

their coverage!  

If we ARE a contracted provider with your plan, you are responsible only for you portion of the approved fee as 

determined by your plan. We are required to collect the patient’s portion (deductibles, co-insurance, co-pay, or 

any amount not covered by the dental benefit plan) in full at time of service. If our estimate of your portion is less 

than the amount determined by your plan, the amount billed you will be adjusted to reflect this.  

If we are NOT a contracted provider with your plan, it is the patient’s responsibility to verify with the plan 

whether the plan allows patients to receive reimbursement for services from out-of-network providers. If your 

plan allows reimbursements for services from out-of-network providers, our practice can file the claim with your 

plan and receive reimbursement directly from the plan if you “assign benefits” to us. In this circumstance, you are 

responsible and will be billed for any unpaid balance for services rendered upon receipt of payment from the plan 

to our practice, even if that amount is different than our estimated patient portion of the bill. If you choose to not 

“assign benefits” to our practice, you are responsible for filing claims and obtaining reimbursement directly from 

your dental benefit plan and will be responsible for payment to our practice before or at the time of service. 

Scheduling of Appointments: We reserve the doctor and hygienist’s time on the schedule for each patient 

procedure and are diligent about being on-time. Because of this courtesy, when a patient cancels an appointment, 

it impacts the overall quality of service we are able to provide. To maintain the utmost service and care, we require 

a 48-hour notice to reschedule an appointment. With less than a 48-hour notice, a fee of $50 or a deposit to 

reserve the appointment time again, may be required. To serve all of our patients in a timely manner, we may 



need to reschedule an appointment if a patient is fifteen minutes late or more arriving to our practice. To 

reschedule an appointment due to late arrival, a fee of $50 or a deposit to reserve the appointment time again, 

may be required.  

Authorizations: I understand that the information I have been given today is correct to the best of my knowledge. I 

authorize this dental team to perform any necessary dental services that I may need and have consented to during 

diagnosis and treatment.                                             

                    Initials_______________ 

I have read the above and agree to the financial and scheduling terms.           

          Initials_______________ 

I authorize the release of information necessary to process my dental benefit claims. I hereby authorize payment 

directly to this doctor otherwise payable to me.                                    

          Initials_______________ 

I hereby acknowledge that a copy of this practice’s Notice of Privacy Practices has been made available to me. I 

have been given the opportunity to ask any questions I may have regarding this Notice. 

                   Initials_______________ 

Signature: __________________________________________________ Date______________________ 

 

Treatment to be done:  

I understand that I will be receiving an examination that includes a sufficient number of dental x-rays that may be 

necessary to complete my examination and any additional community appropriate diagnostic procedures that may 

be necessary to complete my dental examination and treatment plan. I also understand that if there was a need 

for a referral to a specialist deemed necessary by my Dentist, then the cost of this referral would be my 

responsibility. 

                 Initials______________ 

Drugs and Medications: 

I understand that antibiotics, analgesics and other medication can cause allergic reactions manifesting clinical 

symptoms such as redness, swelling of tissues, pain, itching, vomiting, and/or anaphylactic shock (severe allergic 

reaction). I understand that it is my responsibility to inform my dentist of any allergy to specific medication to 

avoid possible adverse effects form medication that my dentist will prescribe. 

                                                                                                                                        Initials______________ 

 

 

 

 

 



Changes in Treatment Plan: 

I understand that during treatment, it may be necessary to change or add procedures  due to condition found 

while working on the teeth that were not discovered during  examination, the most common being root canal 

therapy following routine restorative procedures. I give my permission to the Dentist to make any/all changes and 

additions as necessary once I have been informed of these changes and consented to them. I also understand that 

by not following my Dentist’s recommendation, delayed treatment can lead to but not limited to more discomfort, 

increase the complexity of the treatment out-come, or eventual loss of teeth. 

                       Initials______________ 

 

Signature:__________________________________________________ Date______________________ 

 

 

 

 

Dental Health History 

When was the date of your last cleaning and/or dental examination? 

_____________________________________________________________________________________ 

If you left your last dentist, what are the reasons for doing so?  

_____________________________________________________________________________________ 

Are you experiencing any pain now?  No  Yes 

 If yes, please describe___________________________________________________________________ 

Have you ever needed to pre-medicate for dental treatment?  No  Yes 

If yes, please describe___________________________________________________________________ 

Do you have any concerns and/or questions you want addressed?   No  Yes 

If yes, please describe___________________________________________________________________ 

Have you ever had orthodontic treatment?  No  Yes 

If yes, when? __________________________________________________________________________ 

Have you ever had your teeth whitened?  No  Yes If yes, when?_______________________________ 

 

 



 



 



Patient Acknowledgement of Receipt of Notice of Privacy 
Practices 

 

I, __________________________, (patients name) understand that as part of my 

healthcare, this facility originates and maintains health records describing my health 

records describing my health history, symptoms, examination and test results, diagnosis, 

treatment and any plans for future care or treatment. I acknowledge that I have been 

provided with and understand that this facility’s Notice of Privacy Practices provides a 

complete description of the uses and disclosures of my health information. I understand 

that: 

 

 I have the right to review this facility’s Notice of Privacy Practices prior to 

signing this acknowledgement. 

 This facility reserves the right to change their Notice of Privacy Practices and 

prior to implementation of this will mail a copy of any revised notice to the 

address I’ve provided if requested. 

Signature of Individual or Legal Representative Witness 

____________________________________________________ 

Printed Name of Individual or Legal Representative 

____________________________________________________ 

Date: ___________________________ 

 

 


