
Account #:                             Patient Code:                    

Patient, Pharmacy and Insurance Information 
Patient Information 

Prefix:                First Name:                                            Middle Name:                                            Last Name:                                            

Suffix:                 

Street:                                                                          Zip:                   City:                                                 State:                Country:                                   

                 Preferred Phone #:                                                      Is this a mobile number?   Yes       No  

Email Address:                                                                           

Date of Birth:                        Sex:   Male       Female       Unspecified  

Emergency Contact:                                                      Emergency Phone #:                                                       

Primary Language:   English Spanish Other:                  

Responsible Party 

First Name:                                            Middle Name:                                            Last Name:                                             

Street:                                                                          Zip:                   City:                                                 State:                Country:                                   

Date of Birth:                        Sex:   Female    Male    Unspecified  

Responsible Party Signature: __________________________________________  Date: _______________   

Preferred Pharmacy 

Name:                                                                          Phone Number:                                                       

Street:                                                                          Zip:                   City:                                                 State:                

Primary Dental Insurance 
Is subscriber the same as patient?    Yes    No  

Subscriber Information: 

First Name:                                            Middle Name:                                            Last Name:                                             

Employer Name:                                                      Insurance Company:                                                      

Ins Phone Number:                                                       

Subscriber ID/Policy Number:                                                      Group/Contract Number:    Date of Birth:     

Patient Relationship to Subscriber:    Child    Disabled Dependent    Husband    Self    Wife    Other Dependent  

Subscriber SSN:                                                      

Secondary Dental Insurance 
Is subscriber the same as patient?    Yes    No 

Subscriber Information: 

First Name:                                            Middle Name:                                            Last Name:                                             

Employer Name:                                                      Insurance Company:                                                      

Ins Phone Number:                                                       

Subscriber ID/Policy Number:                                                      Group/Contract Number:                                                      Date of Birth:                         

Patient Relationship to Subscriber:    Child    Disabled Dependent    Husband    Self    Wife    Other Dependent  

Subscriber SSN:                                                      

Patient Name:                                                     Date:                      
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Account #:                             Patient Code:                    

Patient Signatures 
Release of Information to Insurers and Assignment of Benefits (must be signed by all patients with 
insurance and those who expect to obtain insurance) 
To the extent permitted by law, I consent to my practices (or their designees) use and disclosure of my Protected Health Information to carry out 
payment activities in connection with my insurance claim. This information will be used exclusively for the purpose of evaluating and administering 
claims for benefits. I further authorize and direct payment to my practice of the dental benefits otherwise payable to me.  

Signature: __________________________________________   

(If patient is a minor or disabled the Parent, Guardian or Attorney-in-Fact must sign and complete the Responsible Party section.)  

Authorization for Release of Health Records to External Parties (Optional) 

I authorize the disclosure of information from my treatment records to:  

Name of Recipient: __________________________________________  

Relationship to the Patient: __________________________________________  

I give authorization to disclose the following information:  

all treatment information 

information specifically related to these treatment dates  

Starting Date: _________________________    End Date: _________________________  

Consent to obtain patient medication history (Optional) 
To the extent permitted by applicable law, I authorize this dental practice (or their designees) to collect information about my prescription history 
from my pharmacy and insurers (as applicable) and give my pharmacy and insurers permission to disclose such information. This includes 
prescription information related to medicines to treat AIDS/ HIV and medicines used to treat mental health issues.  

Signature: __________________________________________  

Payment, Insurance and Financial Arrangement Policies (signed by ALL new patients) 
By signing below, I acknowledge that I received the Financial Policies form and agree to abide by such policies.  

Signature: __________________________________________  

(If patient is a minor or disabled the Parent, Guardian or Attorney-in-Fact must sign and complete the Responsible Party section.)  

Notice of Privacy Practices (must be signed by ALL new patients) 
By signing below, I acknowledge that I have read the Notice of Privacy Practices, as mandated by the Health Insurance Portability and 
Accountability Act of 1996 ("HIPAA").  

Signature: __________________________________________  

(If patient is a minor or disabled the Parent, Guardian or Attorney-in-Fact must sign and complete the Responsible Party section.)  

Patient Name:                                                     Date:                      

Date: _______________

Date: _______________

Date: _______________

Date: _______________

Page 4 / 4AD-00001.23
April 2019

I am also provided with a copy of Dental Materials Fact Sheet.

& DENTAL MATERIAL FACT SHEET


