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We are pleased to welcome you to our prqctiée. Please take a few minutes'to Sill ‘out this form as
completely as you can. If you have any questions we’ll be glad to help youw.

Patient Information ST S ] S L . k . -
Date _ _ : ___* " Home Phone ( " )y - Cell Phone ( - )

Name . - 7 i T ’ ‘SSN -

Last . _ " First | | D MI

Address - - E-mail

City ] . State_ - Zip , - Birthdate -~ 'Sex_ M__F
Drivers License # ____. - ‘ ___Minor __Married__Single __ Divorced ___ Widowed
Employer/School . i Occupation

Empioyer Address . - o _ , » _ Work Phone ( ) ‘

“ May we contact ypﬁ at worké Y N ] How will you be paying for your visit today? _ Ca\sil/ Check ‘ __ Credit Card

Spouse’s Name . ' ' o > Spouse’s SSN

Spoﬁse’s Employer _ ‘ S ] . Occupation _____ o
Employer Address - - - ' . _Work Phone (* )_

In case of an emergency who should we contact? _ Phone ( )

Insurance Subscriber/Person Responsible for Account, - .

Name _ - SSN

Last - S ' S Fir)st 3 MI
Relation To Patient ' ' : Birth date ; -_Phone( )
Employer - - - . ' Occupation
. Employer Address Work Phone (  +)

Patient Insurance -~ - s o A - -
" Are you covered by dental insurance? ___ Y ___ N Insurance Carriér Name _’

Group # ) , " Subscriber # : - - Contract #

Names'of other dependents covered @der this dental plan __ . - .
‘Who may we thank for referring you to our office? ’ ‘ i

O Names and Numbers - 7 O Internet . o O Patient/Doctor

O SBC Yellow Pages ’ ‘ O TV Commercial - . -

O Yellow Book - - : O Mail "~ O Other

‘ * . h
. . . . , - s



)
s

T authorize the Doctor and staff to take needed x- rays‘ and perform diagnostic procedures and examinations as

deemed. necessary by the Doctor to make a thorough diagnosis-of my (or my child’s) dental needs

I understand I will be given the opportumty and am encouraged to ask for questions I might have concernmg my
(or- my child’s) dental condition, contemplated or alternative’ treatment, procedures and associated risks.

© After having my questions answered I authorize the Doctor and staff to perform mutually agreed upon treatment

and procedures and use medications and anesthetic agents as may. be necéssary for proper dental care.
understand that any medications used including anesthetic agents embodies some risk. I further understand that

- . unforeseen conditions can arise during the course of treatment which may call for procedures in addition to, or

different from, those originally contemplated and I will be informed, ‘whenever possible, prior to* these additions
or changed procedures . o :

~ 1

\

I understand that projected insurance payments for treatment performed in thls ofﬁce are only estimates and are-
not a guarantee of payment : :

-

! agree to be responsrble for payment for dental services provided in this office for myself (or my child), due and

- Patient’s or GuardransSrgnature o B ) _ Date

oA

" In order that we may better protect your health and understand your dental needs and desires,

payable at the time services are rendered unless spec1ﬁc ﬁnanc1al arrangements have been made prior tomy
treatment. - i :
)

I further understand that there may be a charge assessed for any appomtment not cancelled within 48 hours prior

toa scheduled appointment t1me

I authorize the release of all 1nformat10n necessary to secure payment as well as payment to be made dlrectly to
the dentist from my insurance company.

- T certify that ] have read the above information and was offered a copy of Advanced Derital Care’s Notice of

Privacy Practices statement.

N

Philosophy:
We are committed to providing the highest»quality," ,
- optimum, dentistry to our patierits in a loving, caring

' and empathic atmosphere. Thiough Vexcellence‘in‘ ,

dentistry and quality relationships we can make:a.

positive contribution to the oral health, happiness'and

N 4

“self-esteem of those around us.

please complete the foIIowmg Medical and Dental histories. Thank you for your cooperation.-






