
PATIENT INFORMATION (Please Print)  

Title: First Name: MI: Last Name: 
 

   

Birthdate: Soc. Sec.:  Gender: 

Address:  Apt./Suite: 

City: State: Zip Code: - 

Phones: Home: (  ) - Work: (   ) - Ext: 

Mobile: ( ) - Fax: 

  

Email: 
 

Employer: Phone: ( ) - 

 

Occupation: 
 

Referred By: Dr. 

Have you been seen in this practice before today? 

  

General Dentist: 
 

 

PERSON RESPONSIBLE FOR ACCOUNT (if other than patient) 

Title: First Name: MI: Last Name: 
 

    

Relationship to Patient:   Soc. Sec.: 
 

Address: 

City: 

Phones: 

patient spouse child 

 
 
 

 
Home: ( ) - 

other - please specify 

Apt./Suite: 

State: 

Work: ( ) - 

 
 

 

 
Zip Code: 

 
 

Ext: 

Mobile: ( ) - Fax: ( ) - Email: 
   

 

Employer: Phone: Occupation: 
 

   

DENTAL INSURANCE INFORMATION  

Primary Insurance 

Ins. Co. 

Group #: Phone: 

Employer: 

Employee (if other than patient) 

Name: 

Birthdate: Soc. Sec.: - - 

Secondary Insurance 

Ins. Co. 

Group #: Phone: 

Employer: 

Employee (if other than patient) 

Name: 

Birthdate: Soc. Sec.: - - 

Subscriber #: Sex: Male Female Subscriber #: Sex: Male Female 

I u n d e rs ta n d th a t I a m f in a n c ia lly re s p o n s ib le a n d a g re e to p a y fo r a ll c h a rg e s a r is in g fro m m y c a re . 
M y fe e s w ill b e b a s e d o n m y in s u ra n c e c o n tra c t , if o n e a p p lie s a t th e tim e o f m y c a re , a n d th e c a re p 
ro v id e d . M y in s u ra n c e m a y a p p ly a n a lte rn a te b e n e fit fo r s e rv ic e s re n d e re d in m y c a re . 
A s s ig n m e n t o f a n a lte rn a te b e n e fit is n o t in te n d e d to d ic ta te m y tre a tm e n t b u t to e s ta b lis h b e n e fits 
p a y a b le b a s e d o n m y in s u ra n c e s c o m p a n y 's in te rp re ta tio n o f m y c o n tra c t a t th e t im e o f s e rv ic e s . 
C h a rg e s a re b a s e d o n b e n e fits b ille d b y C e n te r fo r O ra l S u rg e ry a n d D e n ta l Im p la n ts w h o w ill n o t 
b e re s p o n s ib le fo r c h a n g e s to c h a rg e s b ille d a r is in g fro m a s s ig n m e n t o f a lte rn a te b e n e fits . A ll 
p a y m e n ts a re d u e o n th e d a y o f s e rv ic e s u n le s s p re v io u s ly a rra n g e d . A ll s u rg ic a l a p p o in tm e n ts 
re q u ire a d e p o s it. T o a s s u re o p tim a l u s e o f D o c to r 's s c h e d u le w e re q u ire a tw o b u s in e s s d a y p r io r 
n o tic e fo r re s c h e d u lin g / c a n c e llin g y o u r a p p o in tm e n t . O th e rw is e , d e p o s it is n o n re fu n d a b le . 

 
 
 
 

 
    

Signature (parent or guardian if patient is a minor) Date Signature of authorized representative of Date 

Center For Oral Surgery And Dental Implants 

Male Female 

Yes No 


