LONDONDENTAL GARE

Patient Information
Patient Name: Date:
Last First K {preferred name}
Social Security #: Birth Date: Gender: Family Status:
Phone (Home): {Work): Ext: Cell Phone:
Address:
Street Apariment #
Ci State Zip Code

Sgcuse 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 (Home): (Work): Ext: Best time to call:
Address;
Street City State F
Insurance Information
Primary
MName of Insured: Is insured a patient? O Yes O No
Last First L]
Insured's Birth Date: D #: Group #:
Insured's Employer Name:
Address:
Streat City =1 Zip Code
Patient’s relationship to insured: O Self O Spouse O Child O Other
Insurance Plan Name :
Secondary
Name of Insured: Is insured a patient? O Yes 0O Mo
Last First Ml
Insured's Birth Date: 1D #: Group #:
Insured's Employer Name:
Address:
Siraal C Stale Zip Code

ity
Patient's relationship to insured: O Self O Spouse O Child O Other
Insurance Plan Name :

Referral Information
Whom may we thank for referring you to our practice? OAnother patient, friend OAnother patient, relative
O Yellow Pages O Newspaper 0O School O Work O Name of person referring

CONSENT FOR SERVICES

Az a condition of your treatment by this offics, financial arrangements must be made in advance. The practice depeards upon neir frowm the pats far the cosis incurned in their cane and financial
responsdility on tha par of each patient must be detemined baloe Heatment

AN emergency dental senvices. of any denlal sericas perfoimed withaul preveous fnancial amangemeants, musl be paid far in cash at the tme services ane perormed

Pabents who camy denal insuranca understand that all dental services furnished are charged directy to the patiant and that he or she is personally responsible for payment of all dental sendces. This office will
help prepare the patients. insurance forms or assist in making collections from insurance companies and will credit any such collections o the patient's account. Howerver, this dental office cannat rendesr
services on fhe assumpdion that our charges will be paid by an insurance comparny,

| understand that (he fee estsmalte kated for this dental cane can only be extended for a panod of six months from e date of the paten! examnation

In corsidaratan for the prolfess:onal services rendered 1o me, of 81 My reguesl by the Doclor, | agres 1o pay therefors the reasonable value of said services 1o sai Doctor. of his assignes, ai the Lme sad
services ame rendered, or within the guidelines of your ireatmaent plan. | further agree that the reasonable value of said services shall bo as billed unbess objeciod . by ma, inwriting, within thee timas for
paymen thereal. | further agree that a waier of any breach of any lime or condtion hensundar shall not constilule & waner of any futher lerm or condition and | further agree bo pay all costs and reasonabis
attorney loes i sult be instiluled hereunder

| grant my padmissian to you of your assigned. 10 telephons ma &l homs or at my work to discuss matters refated 1o this form

I have read the above conditions of ireatment and payment and agree to their content.

Date: Relationship to Patient:

Signature of patient, parent or guardian

Date: Relationship to Patient:

Signature of guarantor of paymentiresponsible party
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