?

westervilledentalassociates

PATIENT INFORMATION ToDAY’s DATE:
NAME SSN
SEX (M/F) DATE OF BIRTH MARITAL STATUS (CIRCLE) M S W D
ADDRESS CITy STATE ZIP
HOME PHONE WORK PHONE CELL PHONE
EMAIL ADDRESS

MAY WE LEAVE MESSAGES REGARDING YOUR DENTAL APPOINTMENTS AT THE ABOVE CONTACTS? HomE WORK CELL E MAIL

EMPLOYER NAME POSITION

CONTACT INFORMATION  TO WHOM MAY WE SPEAK ABOUT YOUR DENTAL CONCERNS?

NAME PHONE NUMBER RELATIONSHIP

DENTAL INSURANCE INFORMATION

Poticy HOLDER NAME SSN DATE OF BIRTH RELATIONSHIP TO PATIENT
ADDRESS (IF DIFFERENT THAN ABOVE) CiTy STATE ZIp
EMPLOYER NAME INSURANCE COMPANY ID NUMBER

WHO ELSE IS COVERED ON THIS POLICY?

NAME SSN DATE OF BIRTH RELATIONSHIP TO PATIENT
NAME SSN DATE OF BIRTH RELATIONSHIP TO PATIENT
NAME SSN DATE OF BIRTH RELATIONSHIP TO PATIENT

Who may we thank for referring you to our office?

Authorize and Release
| authorize Westerville Dental Associates or his agents to perform diagnostic procedures and treatment as may
be necessary for proper dental care of myself and/or my child/children.
| authorize release of any information concerning my and/or my child/children’s dental care, advice, and
treatment to another dentist/doctor.
| authorize release of any information concerning my and/or my child/children’s dental care, advice, and
treatment provided for the purpose of evaluation and administering claims for insurance benefits.
| hereby authorize payment of insurance benefits directly to Westerville Dental Associates.
| understand that my dental insurance carrier may pay less than the actual bill for services.
| understand | am financially responsible for payments in full of all accounts.
By signing this statement, | revoke all previous agreements to the contrary and agree to be responsible for
payments of services not paid in whole or in part by my dental insurance.
| attest to the accuracy of the information on this document.

Patient or Responsible Party Date
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