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Name O [ Mss
Lest
Street
Address
Chy State ZIP Code
Home ( ) - Beeper ( ) -
TOIEPRONE NUIMIDBIS eroereerieee ettt sase 2828188818888 854 R R
Work ( ) - Other: (Specity) A ) -
Social Security Number DDD - D - D D DD Age DD Birthdate / / o
i g G

Drivers License Number State No

Position or Title

State Howlong  Years Months
Credk Card interest free [
cash [] cheok[ | CC check financing

Payment is expected when services are rendered unless other specific arrangements have been made with
our business manager, prior to initiating care. We are happy to file your insurance claim for your refund.

The information below wi
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Il assist us in filing your insurance claim for your refund.

cons

Company Name
SSN of Insured

Name of Insurance Carrier
Policy / Group Number

Telephone Number  { ) -

Please provide the name of an individual that we can contact in the case of an emergency.

Relationship
- Boeper ( ) _

oo SO

1 certify that the above information is complete and accurate, to the best of my knowledge. | authorize the release of any information contained
above for the purpose of obtaining mr Insurance reimbursement for my dental treatment. | understand that my dental care insurance carrier or
paror of my dental benefits may pay ess than the actual bill for services rendered. | understand that | am financially responsible for payments in
full for all my accounts. By sigrsﬂer? his statement, | agree to be responsible for payment for all services at the time they are rendered[?a ¥'he
signature below may also be used as my Signature on Flle for filing my insurance claims for me.

Patient Signature / Date Witness’s Signature / Date




