
THE FOLLOWING CONFIDENTIAL INFORMATION IS ABSOLUTELY NECESSARY IN ORDER 
TO SERVE YOU MORE EFFICIEN"rLY AND TO PROCESS YOUR DENTAL INSURANCE. 

PLEASE FILL OUT COMPLETELY THE FOLLOWING PERSONAL INFORMATION. 
(PLEASE PRINT) 

PATIENT INFORMATION (CONFIDENTIAL) 

NAME _____~__---------~----------~__------ D~E_________________ 
~ ~ 	 ~ ~ ~ 

ADDRESS _______________CITY______ PROVo ___P.C. _____ 

E-MAIL CELL PHONE HOME PHONE _________ 
SS#/SIN BIRTHDATE _________ 

CHECK APPROPRIATE BOX: D MINOR D SINGLE D MARRIED D DIVORCED 0 WIDOWED D SEPARATED 

IF COLLEGE STUDENT, H./ P.T., NAME OF SCHOOL CITY 
STATE! 
PROVo ___ 

PATIENT'S OR PARENT'S/GUARDIAN'S NAME ______________	WORK PHONE ______ 

STATE! ZIPI
BUSINESS ADDRESS CITY______ 	PROVo P.C. ____ 

SPOUSE OR PARENT'SIGUARDIAN'S NAME EMPLOYER WORK PHONE _______ 
WHOM MAY WE THANK FOR REFERRING YOU? _________________________ 

PERSON TO CONTACT IN CASE OF AN EMERGENCY? ____________PHONE _______ 

RESPONSIBLE PARTY 
RELATIONSHIP

NAME OF PERSON RESPONSIBLE FOR THIS ACCOUNT ______________ TO PATIENT_______ 
ADDRESS HOME PHONE __________ 
DRIVER'S LICENSE #_________ BIRTHDATE _______ SS#/SIN ___________ 
EMPLOYER _____________________WORKPHONE__________ 

IS THIS PERSON CURRENTLY APATIENT IN OUR OFFICE?: DYES D NO 

INSURANCE INFORMATION 
RELATIONSHIP 

NAME OF INSURED TO PATIENT 
BIRTHDATE SS#/SIN DATE EMPLOYED 

NAME OF EMPLOYER UNION OR LOCAL # WORK PHONE 
STATE! ZIPI 

EMPLOYER ADDRESS CITY PROVo P.C. 

INSURANCE CO. TEL. # GROUP # POLICY/LD.# 
STATE! ZIPI 

INS. CO. ADDRESS CITY PROVo P.C. 

HOW MUCH IS YOUR DEDUCTIBLE? HOW MUCH HAVE YOU USED? MAX ANNUAL BENEFIT? 

DO YOU HAVE ANY INSURANCE? DYES D NO IF YES, COMPLETE THE FOLLOWING: 

RELATIONSHIP 
NAME OF INSURED TO PATIENT 
BIRTHDATE SS#/SIN DATE EMPLOYED 

NAME OF EMPLOYER UNION OR LOCAL # WORK PHONE 
STATE! ZIP/

EMPLOYER ADDRESS CITY PROVo P.C. 
INSURANCE CO. TEL. 1# GROUP # POLICY/LD. # 

STATE! ZIPI 
INS. CO. ADDRESS CITY PROVo P.C. 
HOW MUCH IS YOUR DEDUCTIBLE? HOW MUCH HAVE YOU USED? MAX ANNUAL BENEFIT? 

SIGNED DATE ___________ 


RELATIONSHIP (IF PATIENT IS A MINOR OR PHYSICALLY OR MENTALLY HANDICAPPED): ________ 




INSURANCE 

To avoid misunderstanding regarding dental insurance, we wish the persons responsible to know that all 
professional services rendered are charged directly to them and that they are personally responsible for 
payment of fees. We will prepare necessary dental forms "Super Bill" to help the persons responsible obtain 
benefits from their insurance. We do not render our services on the basis that insurance companies will pay 
all ou r fees. 

Signature ______..........~~ ______.. __.......................________ Date _________ 


TRUTH IN LENDING 

In compliance with the Federal Consumer Credit-Protection Act, we wish to notify you of our policies 
regarding payment of statements for services rendered on your behalf: 

• We will furnish you a monthly statement of your account showing the amounts bi lied and credited to you by 
us for the month, together with a breakdown of the length of time amounts have been outstanding on your 
account. 

• All accounts are due and payable in full within 30 days following the date of the initial billing. If insurance 
benefits are available, we will gladly assist you in filing a claim. Please bring in or mail us your claim form 
after you have completed your portion. We cannot accept the responsibility for collection of your 
insurance benefits; therefore, you are responsible for payment of your account within the time limits 
stated herein, regardless of the status of your insurance claim. 

• If payment of any charge is delayed beyond 90 days, we reserve the right to impose a FINANCE CHARGE on 
such amounts remaining outstanding. The FINANCE CHARGE will be computed at a PERIODIC RATE of: 

• 	 1112 percent per month, which is an ANNUAL PERCENTAGE RATE of 18 percent. 
• The amount on which the PERIODIC RATE is applied shall be the outstanding balance 90 days or more old 

as of the date of each monthly statement, after deducting all current payments and credits shown on each 
statement. All payments will be applied to the oldest charges first. 

• In the event that 	suit is necessary to enforce payment of a delinquent account, you are liable for 
"reasonable attorneys' fees" incurred by us. 

SIGN 
HERE v ____________________________________ Date _______________ 

APPOINTMENTS 

A minimum charge of $20.00 will be made for failed or cancelled appointments without prior notification of 
24 HOU RS. This fee covers only a portion of the overhead which still has to be paid whether you are present 
or not. Once an appointment is made, please remember this time has been reserved for you. 

Confidential form of Dr. Philip I. Kress 




