
_________________________________
DATE

________________________________________________________________________________________________________________________
PATIENT NAME	 (Last)	 (First)	 (Middle)

________________________________________________________________________________________________________________________
ADDRESS	 Number	 Street	 City	 Zip	 Telephone

________________________________________________________________________________________________________________________
PATIENTS DATE OF BIRTH	 SEX	 HEIGHT	 WEIGHT	 MARITAL STATUS

_______________________________________________________	 ________________________________________________________
PERSON RESPONSIBLE FOR PAYMENT			   SPOUSE NAME OR PARENT IF MINOR

_______________________________________________________	 ________________________________________________________
YOUR PLACE OF EMPLOYMENT (OR FATHER’S IF MINOR)	 SPOUSE PLACE OF EMPLOYMENT (OR MOTHER’S IF MINOR)

_______________________________________________________	 ________________________________________________________
TELEPHONE NUMBER			   TELEPHONE NUMBER

______________________________________  ________________	 _____________________________________  __________________
DENTAL INSURANCE CO. (IF APPLICABLE)          GROUP NO.	 DENTAL INSURANCE CO. (IF APPLICABLE)         GROUP NO.

_______________________________________________________	 ________________________________________________________ 
ADDRESS OF SUBSCRIBER          BIRTH DATE OF SUBSCRIBER	 ADDRESS OF SUBSCRIBER         BIRTH DATE OF SUBSCRIBER

__________________________  ____________________________	 ___________________________  ____________________________
SOCIAL SECURITY NO.                     SUBSCRIBER ID NO.	 SOCIAL SECURITY NO.                         SUBSCRIBER ID NO.

_______________________________________________________________________________________________________________________
REFERRED BY: 
 
 

	 For those patients who are covered by private insurance, we are pleased to extend the courtesy 
	 of billing your insurance company for you. In order to provide this service for you, we must have 
	 complete insurance information and confirmation of your coverage. We ask that you fill out all forms, 
	 which will give us the necessary information. It is our policy that anything not covered by insurance is 
	 to be paid for at the time of service. Our office does not guarantee the patient's insurance company will pay. 	
	 We ask that you read YOUR policy to be sure you are fully aware of any limitations of benefits provided. 
	 You are responsible for any amount not covered by your insurance.       
	 If you do not have dental insurance, payment is expected at the time of service. We accept MasterCard, 		
	 Visa, Discover, American Express, and Care Credit.

 		

Signature ____________________________________________________________________________ Date __________________________ 
   

HIPPA
Health Insurance Portability and Accountability Act of 1996

	 	I hereby acknowledge that a copy of this office's Notice of Privacy Practices has been made available to me. 
		 I have been given the opportunity to ask any questions I may have regarding this Notice.
		 I also understand that my account or treatment will not be discussed with anyone other than myself unless 
	 their name is listed below. 	This includes any spouses or your parents if you are over 18. Even if your 
	 parents holds the insurance we may 	not discuss your account with them unless they are listed below. 

I authorize you to speak with: ____________________________________________________________________________________

Signature ____________________________________________________________________________ Date __________________________

PATIENT INFORMATION
Robert Taylor

D E N T I S T R Y


