TOTAL DENTAL CENTER
Personal Information

First Name: _______________________ Middle Initial: ______ Last Name: _________________
E-Mail Address: ________________________________________ Birthday: ________________
Address: _______________________________________   City/State/Zip: __________________
Home P: _______________________Cell P: ______________________ Work P: _____________
Employer: _______________________________  Occupation: ___________________________
Social Security: _____________________________ Referred By: _________________________
Check box:  ❏Minor  ❏Single  ❏Married  ❏Divorced  ❏Widowed
Check box: ❏Male ❏Female 
In the event of an emergency who should we contact?
Name: __________________________ Relationship: __________________ Cell P: __________

Insurance Information
Name: __________________________________ Relationship: _________________________________
Primary Insurance Company: _____________________________ Ins P: __________________________
Primary Insured: _________________________________________ SSN: _________________________
Employer: __________________________________________ Member ID: _______________________
Authorization and Release
· [bookmark: _GoBack]I authorize the dentist to release any information including the diagnosis and the records of any treatment examination rendered to me or my child during the period of such dental care to third payers and/or health practices. 
· I authorize and request my dental insurance company to pay Total Dental Center.
· I understand that my dental insurance carrier may pay less that the actual bill for services. I agree to be responsible for payment of all services rendered on my behalf of my dependents.
· Our policy requires payments in full for all services rendered at the time of visit, unless other arrangements have been made prior to my dental appointment.
· I understand that there is a fee for all broken/failed appointments with less than 24-hour notice. 
· I understand the above information and guarantee this form was completed correctly to the best of my knowledge and understand it is my responsibility to inform this office of any changes in my medical or dental status.
· I authorize the dental staff to perform any necessary dental services needed during diagnosis and treatment. 
X______________________________________________________    X _____________________
           Signature of patient or parent if minor                                                                Date
 
