PATIENT INFORMATION (confidential)


Today’s Date________________
(please print)

Patient Name_______________________________________  Home Phone__________________________
Address____________________________________  City______________  State______  Zip___________
Date of birth____________________________  Social Security # __________________________________
E-Mail Address___________________________________Cell Phone_______________________________

CHECK APPROPRIATE BOX:  Minor □    Single □    Married □    Widowed □    Divorced □
Patient or Parent’s Employer____________________________  Work Phone________________________
Address____________________________________  City______________  State______  Zip___________

Emergency contact__________________________ Relationship___________ Phone #_________________
Whom may we thank for referring you to our office?_____________________________________________







(This is important because we like to say “Thank You”)
RESPONSIBLE PARTY

Name of person responsible for this account_______________________   Relationship_________________
Address____________________________________  City______________  State______  Zip___________

Birth date___________ SS#______________ Employer_________________ Work Phone______________
DENTAL INSURANCE INFORMATION

Name of Insured_________________________________ Relationship to patient______________________
Birth date___________  Social Security #___________________ Subscriber ID#______________________
Name of employer_________________________________________  Work Phone____________________
Insurance Company_____________________________________  Group #__________________________
Ins. Co. Address_____________________________  City______________  State_______  Zip__________
Please fill out if you know your policy benefits:

% of:  Preventative_________  Basic________  Major_________  Insurance fiscal year date_____________
Limits on:  Cleanings_______________  Fluoride treatments______________  X-rays__________________
Amount of deductible $_________ Maximum annual benefit $__________ Amount remaining $__________
Assignment and Release:  I, the undersigned, certify that I (or my dependent) have insurance coverage with the above insurance company and assign directly to Wellpoint Dental all insurance benefits.  I understand that I am financially responsible for all charges whether or not paid by insurance.  I hereby authorize Wellpoint Dental to release all information necessary to secure the payment of benefits.  I authorize the use of this signature for all insurance submissions.

Signed:_____________________________________________  Date:__________________________

I understand the responsibility for payment for dental services provided in this office for me or my dependents is mine, due and payable at the time services are rendered.  I further understand that a 1 ½ %

finance charge per month (18% annually) will be added to any balance over 60 days.  In the event of default, I/we promise to pay legal interest on the indebtedness, together with collection costs and attorney fees as may be required to effect collection on this note.  I certify that the above information is true and correct and consent to a credit check based on that information.  I agree to be, and hereby am, fully responsible for total payment of the charges for procedures performed in this office, including any amounts not covered by any dental insurance or prepayment plan that I/my spouse may have.
Signed:______________________________________________  Date:_________________________
