Upland Dental Implant & Orthodontics

1268 w. Foothill Blvd, Upland, Ca 91786*909-981-4111 , 11328 Kenyon Way, Rancho Cucamonga, Ca 91701*909-945-5800

14335 Pipeline Ave Suite A, Chino, CA 91710* 909-902-0800, 34859 Frederick St #106,Wildomar,CA92595*951-678-9888

PATIENT INFORMATION

Date____________

Patient’s Name______________________________________________________________________Age____________Birthdate______________  [  ]M  [  ]F



Last 

    
     First

If minor, give name of parent or legal guardian____________________________________________________________   Relationship_________________

Residence Address___________________________________________________________________________________________________________________________



Street




City




Zip

Patient is:        [   ] Married

[   ] Single


[   ] Divorced

[   ] Separated

[   ] Minor

Driver’s Lic. No. ___________________________SSN_________________________ Hm#__________________________  Cell #_______________________

Employed By _______________________________________________________ Occupation_________________________Bus #_______________________

SPOUSE INFORMATION

Spouse’s Name____________________________________________________ Birthdate.____________________SSN________________________

Employed By_____________________________________________________________________
________                Occupation_______________________

EMERGENCY CONTACT

Name___________________________________________  Relationship to patient_______________________     Ph#_________________________________

DENTAL INFORMATION

Former Dentist_______________________________________________________________________________             Ph#____________________________

Why are you changing Dentist?_______________________________________________________________________________________________________

Purpose of Appointment_____________________________________________________________________________________________________________

Is this office visit for emergency dental care? [   ] Yes  [   ] No      If yes, explain:_______________________________________________________________

Whom may we thank for referring you?________________________________________________________________________________________________

FINANCIAL INFORMATION

Person Responsible for this account____________________________________________________________________________ Ph#____________________

INSURANCE INFORMATION

Primary Insurance:
Name of Insured____________________________________________________________________________________________________________________



Last




First




Mi

Insured’s Birth Date_____________________  SSN___________________________ Group #____________________________

Insurance Plan Name________________________________________________________________________________________________________________

Secondary Insurance:

Name of Insured____________________________________________________________________________________________________________________



Last




First




Mi

Insured’s Birth Date______________________  SSN______________________________ Group #________________________

Insurance Plan Name________________________________________________________________________________________________________________

All emergency dental services, or any dental service performed without prior financial arrangements, must be paid for in cash at the time services are performed.  I understand that dental services furnished to me are charged directly to me and that I am responsible for payment of all dental services.  If I carry insurance, I understand that this office will help prepare my insurance forms to assists in making collections from insurance companies and will credit such collections to my account.  However this dental office cannot render services on the assumption that charges will be paid by an insurance company.  In consideration of the professional services rendered to me, or at my request, by the doctor and/or his staff, I agree to pay, thereof, the reasonable value of said services to said doctor, or his assignee, at the time said services are rendered, or within (5) days of billing if credit shall be extended.  If my account becomes delinquent and if referred to an attorney or collection agency for collections, I agree to pay a 35% attorney or collection fee on the unpaid balance.  I have read the above statement and conditions of treatment and agree to their content:  Signed__________________________________________________________________________________________      Date:__________________
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