
 

Healthy   Smiles   Dentistry 
                                                                                                            New   Patient   Information                   Today's   Date:   ______________ 
Patient   _____________________________________            __________________________________      ____________      __________________________  
                                                                                             Last   name                                                                                                                                                   First   name                                                                                 M   I                                                      Preferred   name 
  
Age   _________                        Sex:         ☐male         ☐female  Occupation:   __________________                              Birthdate   _________________ 
  
Status:               ☐minor                  ☐single                     ☐married                     ☐widowed                  ☐separated                  ☐divorced                     ☐partner 
 
Home   phone   (   _____   )______      __________            Cell   phone   (   _____   )______      __________                  Work   phone   (   _____   )______      __________  
 
Email   __________________________________________         SSN   ______   -   ____   -   _________                           Driver’s   license   #___________________ 
 
Home   address   _________________________________________________________________________________________________________ 
  
Preferred   method   to   contact   you   or   for   detailed   messages   pertaining   to   you   or   your   child/dependent? 
Check   all   those   apply  ☐   Home                                          ☐   Cell  ☐   Email       ☐   Work 
  
Responsible   Party   Information.    The    responsible   party    is   the   person   obligated   to   pay   the   patient’s 
dental   bill;   it   may   or   may   not   be   the   patient   listed   on   this   form. 
  
Name   of   responsible   party   _______________________________               Relationship   to   patient   _________________________________ 
  
☐         Check   here   if   the   responsible   party   and   insurance   information   is   the   same   for   all   family   members. 
 
Home   phone   (   _____   )______      __________            Cell   phone   (   _____   )______      __________                  Work   phone   (   _____   )______      __________  
 
Email   __________________________________________         SSN   ______   -   _____   -   _________                           Driver’s   license   #__________________ 
 
Home   address   _________________________________________________________________________________________________________ 

 

Employer   _____________________________________  Occupation ___________________________ 

  
How   did   you   Ùnd   about   us?      ☐   Google      ☐   Drive   by         ☐   Mail      ☐   Referred   by   _______________         ☐   Other______________ 
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Primary   Dental   Insurance   Information. 
Company   Name   ___________________________________               Phone   Number______________________      Group   ID________________ 
 
Employer   Name_______________________________________               Subscriber   Name   _______________________________________ 
 
Subscriber   birth   date   ________________            Subscriber   SSN      ______   -   _____   -   __________      Subscriber   ID   #      ________________ 
 
Subscriber’s   address   (if   different   than   above)_________________________________________________________________________ 
  
OfÙcial   Financial   Agreement.  
Today’s   visit   will   be   paid   by:                                             ☐Cash                                    ☐Check                                                ☐Credit   Card    (all   major   credit   cards) 
  
All   fees   for   services   rendered   are   due   at   the   time   of   the   appointment.  
All   returned   checks   must   be   paid   in   cash   within   10   days   with   a   service   charge   of   $35. 
  
We   will   try   to   give   an   accurate   estimate   of   your   dental   insurance   coverage   beneÙts.   Insurance   company 
provides   general   information   regarding   policies   which   creates   difÙculty   in   determining   the   exact   estimate   of 
visit   costs.   A   dental   insurance   plan   is   a   contract   between   the   employer   and   the   insurance   company   to   partially 
pay   for   certain   services.   We   will   Ùle   for   dental   insurance   at   no   additional   cost   as   a   courtesy   for   our   patients. 
Although   we   verify   the   basic   insurance   coverage   information   estimate,   there   is   no   guarantee   that   charges   will 
be   covered   by   your   insurance   company.   Any   charges   not   paid   by   the   insurance   company   remain   the 
responsibility   of   the   patient. 
  
Secondary   insurance   can   be   Ùled   for   you,   but   you   will   be   responsible   for   paying   this   as   most   secondary 
insurance   is   sent   directly   to   the   subscriber. 
  
I,   the   undersigned,   certify   that   I   (or   my   dependent)   have   dental   insurance,   and   assign   all   insurance   beneÙts 
,otherwise   payable   to   me,   directly   to   Healthy   Smiles   Dentistry.   I   authorize   the   use   of   this   signature   on   all 
insurance   submissions. 
I   have   read   the   above   conditions   of   treatment   and   payment   and   agree   to   their   content. 
  
X   __________________________________________________________                                                                                                                           ______________________ 
Signature   (for   Ùnancial   responsibility)                                                                                                                                                                                                                                                                  Date 
  
Broken/missed   Appointment   Policy: 
It   is   extremely   important   that   all   patients   honor   their   reserved   dental   appointments.   Failure   to   give   48   hour 
notice   to   change   or   cancel   an   appointment   will   result   in   $50.00   fee. 
  
X   _____________________________________________________________                                                                                                         ______________________ 
Signature                                                                                                                                                                                                                                                                                                                                                                                                                           Date 
  Thank   you   for   giving   us   an   opportunity   to   serve   you! 
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