[image: image1.wmf]Patient Information
Name ___________________________________________________________________Date ______________________________



First


Middle


Last

Address ____________________________________________________________________________________________________




Street




City


State


Zip

(Male (Female               Date of Birth _____________________               (Married      (Single       (Child        (Other _____________

Social Security # __________________________Home Phone ________ _________________ Cell Phone_____________________

Email Address ______________________________________________________________________________________________

Please indicate your order of preference to receive communication from our office.       (Cell    (Email    (Home    (Work

Employed by ________________________________________Work Phone _________________ Occupation __________________

Business Address _____________________________________________________________________________________________




Street




City


State


Zip

Emergency Contact   (NOT LIVING IN YOUR HOUSEHOLD)  _________________________________________________________
Relationship __________________________________ Phone ________________________________________________________    
How did you hear about our office? _____________________________________________________________________________

Parent/Guardian Name _______________________________________________________________________________________

Address ___________________________________________________________________________________________________ 



Street





city


State


Zip

(Male (Female            Date of Birth ________________________                 (Married      (Single      (Other ___________________

Home Phone __________________________ Work Phone ____________________ Cell Phone _____________________________

Social Security # ____________________________ Employed by _____________________________________________________

Business Address __________________________________________________________________________________




Street






state


zip

Due to Privacy Practices, all information is confidential.  Please list anyone we may share your dental information with. (Example.... appointment time, treatment needed, fee for treatment)

________________________________
_____________________________
_________________________________


Name




Relationship




Phone

________________________________
_____________________________
_________________________________


Name




Relationship




Phone

________________________________
_____________________________
_________________________________


Name




Relationship




Phone

[image: image2.wmf]Consent

I hereby authorize Dr. Miller, Dr. Inman and/or dental staff to take x-rays, photographs or any other diagnostic aid deemed appropriate to make a thorough diagnosis of my dental needs.  I also authorize the doctor to perform any/all forms of treatment, medication and therapy that may be indicated.  I understand that the use of anesthetic agents embodies a certain risk. 

 I understand that the responsibility for payment for dental services provided in this office is mine; due and payable at the time services are rendered unless financial arrangements have been made.  If the balance in not paid within 30 days of the date of service, a service charge will be added to my account for the current monthly billing period.  The service charge will be at a periodic rate of 1.5% per month (annual rate 18%).  In case of default of payment, I promise to pay any legal interest due together with any collection/attorney fees incurred to collect this account. 

 I understand that the portion of my dental treatment not covered by my dental insurance is due and payable each visit.  My insurance is a contract between the insurance carrier and myself.  I am responsible for all dental fees.

Signature _______________________________________________Date _____________________________________

[image: image3.wmf] Primary Dental Insurance Information
Insurance Company _____________________________________________ ID or SS# ___________________________

Insured’s name__________________________________________ Relationship to patient _______________________

Address __________________________________________________________________________________________

                   
Street




City



State
 
 Zip

Insured’s date of birth ________________________Insured’s employer ______________________

Assignment and Release

I, the undersigned, assign directly to Dr. Miller and Dr. Inman all benefits, if any, otherwise payable to me for dental services rendered.  I hereby authorize Dr. Miller and Dr. Inman to release all information necessary to secure the payment of benefits.  I authorize the use of my signature on all my insurance submissions whether manual or electronic.

Signature ________________________________________________ Date _________________________

[image: image4.wmf] Secondary Dental Insurance Information

Insurance Company _______________________________________________ ID or SS# _________________________

Insured’s name____________________________________________ Relationship to patient _____________________

Address __________________________________________________________________________________________

                   
Street




City



State
 
 Zip

Insured’s date of birth ____________________Insured’s employer __________________________

Assignment and Release

I, the undersigned, assign directly to Dr. Miller and Dr. Inman all benefits, if any, otherwise payable to me for dental services rendered.  I hereby authorize Dr. Miller and Dr. Inman to release all information necessary to secure the payment of benefits.  I authorize the use of my signature on all my insurance submissions whether manual or electronic.

Signature _____________________________________________ Date ____________________________

[image: image5.wmf]Acknowledgement of Receipt of Notice of Privacy Practices

I, _____________________________________________have received a copy of this office’s Notice of Privacy Practices.

Signature __________________________________________ Date _______________________________

***For Office Use Only***

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be obtained because:


( Individual refused to sign

( Communication barriers prohibited obtaining the acknowledgement

( An emergency situation prevented us from obtaining acknowledgement

( Other (please specify) _____________________________________________  






