
Dental Associates, lnc.

Patient # Chart # Date:

PATIENT INFORMATION

Name:
trMr. trMrs.
trMiss trMs.

Date of Birth:

Last

SS#:

First Middle lnilial

trMale OFemale
How do you wish to be addressed:

lf child: Parents name:

Residence:
Sbeet

(lf Different) Billing Address
Street

M# City Ap

Apt# zipCity State

PatienUParent place of employment:
Business Address:

Apt# CitY

Business Phone #
State zip

Home Phone #
Cell Phone # e-mailaddress:
lf possible, my prefened method(s)for receiving appointment reminders is: [check allthat apply]

EPhone message at home EPhone message at work EPhone message on my cell phone trE-mail
lf fulltime college student, School name:

Spouse/Parent Name:

O Lefter requested

Spouse place of employment:
lf patient is a minor, who is responsible for this account:

Relation to patient f,lMother trFather EGuardian trOther
Addresslit oifferent):

Phone #:

Phone #:

Steet

Other family members in this practice:

Apt# City

Whom may we thank for this refenal/informing you about our practice:

DFamily member trFriend DOther Dentist [Iehysician trDentalAssociates employee Elnsurance Plan
(name)

El am a retuming patient trWalked-ln trRadio f,lNewspaper EDirect Mail tllntemet
trYdow Pages: trQuincy book EBoston (big) book O South Boston, Dorchester (little) book
EOther:

zip

ls there someone we can talk to reqardinq vour care and/or billinq? trCare DBillinq
we Ieave ts? f,lYes ENo Treatment? EYes EINo trYes flNo

PERSON TO CONTACT lN CASE OF EMERGENCY (Outside of lmmediate Family Household

Address:
Street Apt#

Work Phone #:

City State

Cell Phone #:

zip

Home Phone#:

METHOD OF PAYMENT
EPayment in full at each appointment (trcash, Bcheck, E credit card)

Signature:

! Form reviewed & entered in computer by: I Date: 
r



!NSURANCE INFORMATION

Primary Dental lnsurance Secondary Dental lnsurance

Subscriber: Subscriber:

Last First M Lasl First M

Address: Address:

Sheet Sbeet

City State zip City State zip

Home #: Work # Home #: Work #

Cell#: Fax #: Cell#: Fax #:

Date of Birth: Date of Birth:

Relation to Patient: Relation to Patient:

Employer: Emoloyer:

Dental lns Co Dental lns Co

SS#: SS#:

Subscriber lD#: Subscriber lD#:

Policv #: Policv #:

Medical lnsurance Canier: Address:

Care Phvsician:

AUTHOHIZATIONS AND RELEASES
I herebv authorize payment directy to Dental Associates of me group insuran@ benellts omerwtse payable to me.

I hereby auhorize DentalAssociates to release any information conceming my (my child's)dental/medical histories and other information about my (my

dental treatment to hird party payors for the of evaluating and administering claims for insurance benefits.

PERSONAL GUARANTEE
-As a courtesy to you, Dental Associates will be happy to submit any bills you incur tor dental treatment and services to your insurer tor payment.

Additionally, our office will make every reasonable attempt to provide estimated costs and secure pre-determination of coverage in accordance with the

terms of your applicable insurance plan.

-Neiher our submission of bills to your insurer nor the providing of estimated costs shall be considered as agreement on the part of Dental Associates to

accept insurance payment as full and complete satisfaction pf your obligation to pay for denlal services rendered to you and/or oher family members.

-You are oersonally responsible for payment of ALL dental services regardless of insurance coverage. Should you experience issues regarding insurance

coverage and/or payment for ANY dental service, it is YOUR responsibility to shaighten he matter out with your insurer.

-Be aware ttrat any predetermination made by your insurer that a particular dental service and/or procedure is covered under your dental plan is not a

guarantee of payment for the service or procedure.

-YOU ARE PERSONALLY RESPONSIBLE FOR FULL PAYMENT OF ALL DENTAL SERVICES AND/OR PROCEDURES

REGARDLESS OF ANY PRE-APPROVAL GIVEN BY YOUR INSURANCE COMPANY!
-lt is your responsibility to be sure that Dental Associates has conect, up{o{ate insurance information. lf this information is not made available to Dental

Associates, no insurance company will be billed.

I certifo that the information provided on his paqe and the dental/medical histories are accurate and complete to the best of my knowledqe

SERVICE CHARGE: lf I do not pay the entire balance wifiin 30 days of he monhly billing date, a service charge will be added to the account for the

cunent monhly billing period. The service ciarge will be a periodic rate of 1.18% per month (annual percentage rate of 18%) applied to the last month's
balance. ln case of default of payment, I promise to pay any legal interest on lhe balance due, together with any collection costs and reasonable attorney

fees incuned to effect collection of this account or future outstandinq accounts.

By my signafure I ac*nowledge my understanding of the authorizations and guarantee and, I agree to be personally responsible for payment of any unpaid

balance for dental services and/or procedures regardless of whether those services and/or procedures are @vered by my dental insurance plan

X Patient or Resoonsible Party Date

..OFFICE USE ONLY..
lnsurance Coverage Gontrrmatron I Date: Phone #: Spoke to:
Tvoe l: Deductible: Annual Max: Missinq tooth clause? lmplants?
Tvoe ll lndiv. Waitino Deriod?
Tvpe lll Familv Perio coveraqe? Checked bv:


