AL LAY AATAATANNIATI VS Ly TT LIL LA AL TV LIVLAL T . ——————

DENTAL INSURANCE INFORMATION

NAME OF PERSON RESPONSIBLE FOR ACCOUNT

RELATIONSHIP TO PATIENT BIRTH DATE _ SOCIALSECE
ADDRESS

PERSON RESPONSIBLE EMPLOYED BY
BUSINESS ADDRESS

BUSINESS PHONE

INSURANCE COMPANY
INSURANCE COMPANY ADDRESS
INSURANCE COMPANY PHONE
NAME OF DENTAL PLAN

GROUP #
JS PATIENT COVERED BY ADDITIONAL DENTAL INSURANCE? Y N (IF YES, LIST ON BACK)

RELEASE:

*] give permission for my dentist and his clinical team to take any necessary x-rays, photos or study models to enable
complete diagnosis and treatment.

*] authorize release of any information concerning my (or my child’s) health care, advice and treatment provide for the
purpose of evaluating and administering claims for insurance benefits.

*] authorize release of any information concerning my (or my child’s) health care, advice and treatment to another
dentist.

*] assign dental benefit payments to be paid directly to Springs Dental Care, P.C. from my insurance company.

*I understand that my insurance is an agreement between me and my insurance company. I also understand that I
am responsible for my balance regardless of my insurance.

*] understand that I may be charged a 1.5% per month finance charge if my balance goes beyond 30 days.

PATIENT’S OR GUARDIAN’S SIGNATURE DATE




