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

Name:

O Male O Female O Married O Single O Child O Other
Social Security #: Birth Date:
Phone (Homae): (Work): Ext: Best time to call;
Address:

Street Aparmant #

LA Stats Zip Coda

Employment Information

The following is for: [ the patient O the person respongible for payment
Employer Name: Qccupation:
Address:

Sirest City, Stats__Zip C':ggn Phone

Insurance Information
Primary
Name of insured: Is insured a patient? U Yes O No
Last Firat Ml
Insured's Birth Date: D #: Group #:
Insured's Address:
Stragt City Stete Zlp Codn

Insured's Employer Name:;

Address:
Strest City State Zip Code
Patient's relationship to insured: O Self O Spouse O Child O Other

Insurance Plan Name and Address:

Secondary
Name of Insured: Is insured a patient? [ Yes O No
Last First Ml
Insured's Birth Date: ID # Group #:
insured's Address:
Street Clty State 2ip Code

Insured's Employer Name:

Address:
Streat City State Zip Code
Patient's relationghip to insured: O Self CI Spouse O Child O Other

Insurance Plan Name and Address:

Consgent for Services

Ag a condition of your traatment Dy thig office, financial arrangements must ba mede In advance The practica depends upon reimbursement from the pallenie for the costs incurrgg In thelr care and financia!
responsibility on the parl of sach patient must be delermined before traatmant,

Al smangency dental services. ar any dental servies performed without previous financial rrangements, must ba paid for In full 8 the time sarvices are perormed.

Patients who carry dentel insurance understand that all denta! services fumnished are chargad diractly 1o ihe patient and that he or 8he is personally raxponsible for payment of all dental services. This cflice
wlll help prepare Ihe patiants Insurance forms or assist In making collections from insurance companies and will credit any such coltactions ta the patlents account. Howaver 1his dental office cannol render
servicas on tha assumption that sur chargas wili be pald by an insuranca company.

A service charge of 1%% per month {(18% per snnum) an the unpald balance will be charged on a!l sccounts srcaeding 60 days, unless previously wrlllen Inancial arrangamants are eatiafied.
I understand thet the foe estimate tisted for this denta! care can only be extended for g pariod of aix monthz from the date of the patienl examinalion,

In eansigaration for the professional services rendared to ma, or at my request, by the Dacior, | 6gree lo pay therefors the reasonable valua of said sarvices to said Doclor, ar his assignes, &t the time said
safvicae are rendered, or within five (5) days of billing if credit shell be extanded. | furthar agree that the reasonable valus of said services shall be as billed unlass objected Lo, by me, in writing. within the
time for paymant thereol | further agrea that & watver of any breach of any lime or candition haraunder shall not corstitule @ walver of any further tarm or condition and | further agrar to pay ali costs and

reasonable attorney fees if suit ba Instituted hareundar

| grant my permission o you or your assignae. to telephons me at homa or st Ny work to discuss matiers yelated o this form

| have read the above conditions of treatment and payment and agree to thalr content,

Date; : Relationship to Patient; _

Signature of patient, parent or guardian

Date: Relationship to Patient:

Signature of guarantor of payment/responsible party




