PATIENT INFORMATION - CONFIDENTIAL

(Please Print) Date
Name Birth date Home Phone
FIRST Mi LAST
State/ Zip/
Address City Prov. P.C.
E-mail Cell Phone

Check Appropriate Box: [ Minor (1 Single 1 Married (1 Divorced (d Widowed [ Separated

Patient’s or
Parent/Guardian’s Employer Work Phone

State/ Zip/
Business Address City Prov. P.C.
Spouse or
Parent/Guardian’s Name Employer Work Phone

State/
If patient is a student, Name of School/College City Prov.
Whom my we thank for referring you?
Person to contact in case of an emergency Phone
REesPoONSIBLE PARTY

Relationship
Name of person responsible for this account To Patient
Address Home Phone
E-mail Cell Phone

Birthday

Employer Work Phone

Is this person currently a patient in our office? dYes [ No

INSURANCE INFORMATION

2.
J Medicaid Claim

J EPSDT

Prior Authorization #

1.

(1 Dentist’s pre-treatment estimate

(1 Dentist’s statement of actual services
Provider ID#

3. Carrier name and address

Patient ID #
4. Patient name 5. Relationship to employee 6. Sex 7. Patient birth date |8. If full time student
First ML Last |
* o QSelf QChid O Spouse|dMale | MM PP YY) Sehee
[ Other (d Female l ’ City >
9. Name & Address of Insured 10. Employee/Subscriber  |11. Employee/Subscriber |12. Employer (company)|13. Group Number
dental plan I.D. number birth date name and address
or SS# MM DD YYYY
14. Is patient covered by another  [15a. Name and address of carrier(s) |15b. Group No.(s) 16. Name and address of other employer(s)

dental plan? VYes [ No

If yes, complete 15a.

Is patient covered by a medical
plan? dYes W No

Patient Coverage Information

17a. Employee/Subscriber name 17b. Employee/Subscriber |17c. Employee/Subscriber|18. Relationship to patient
(If different than patient’s) dental plan 1.D. number birth date
MM oD YYYY 1 Self 1 Parent [ Spouse
[ Other

19. | have reviewed the following treatment plan and fees. | agree to be responsible for all charges for | 20. | hereby authorize payment of the dental benefits otherwise payable to me directly to the

dental services and materials not paid by my dental benefit plan, unless the treating dentist or dental below names dental entity.

practice has a contractual agreement with the plan prohibiting all or a portion of such charges. To the

extent permitted under applicable law, | authorize release of any information relating to this claim.
X X

Signed (Patient* — see reverse) Date Signed (Employee/Subscriber) Date

OVER






