[image: image1.jpg]


The Tooth
Dome
Patient Information and Consent Form

Name__________________________________________________
             Last                              First                         M
Address________________________________________________
City_________________________State______Zip______________
Home #_____________________Cell #_______________________
Birthdate____________________SS #________________________
Email Address___________________________________________

Employer_______________________________________________
How Long?________________Work #_______________________

Spouse’s Name__________________________________________


Spouse’s Contact #_______________________________________

Nearest Relative Not Living with You

______________________________Phone #__________________

Person to Contact in Case of an Emergency

______________________________Phone #__________________

Who may we thank for referring you to us?

_______________________________________________________
The undersigned hereby authorizes Doctor to take X-rays, study models, photographs, or any other diagnostic aids deemed appropriate by Doctor to make a thorough diagnosis of the patient’s dental needs.  I also authorize Doctor and/or his staff to perform any and all forms of treatment, medication and therapy, that may be indicated in connection with dental treatment and further authorize and consent that Doctor choose and employ such assistance as he deems fit.  I also understand the use of anesthetic agents embodies a certain risk.

I have read all the information on both sides/pages of this sheet and have answered all questions.  I certify this information is true and correct to the best of my knowledge.  I will notify you of any changes in my status or information.

Patient Signature___________________________________________
Date______________________________________________________
Dental Insurance Information

Primary

Insurance Company______________________________________

Employer_______________________________________________

Employee________________________SS#____________________

Employee Birthdate__________________Group#______________

Secondary

Insurance Company______________________________________

Employer_______________________________________________

Employee________________________SS#____________________

Employee Birthdate__________________Group#______________

We will gladly assist you with your insurance claims with the following understanding:  

*The patient has full responsibility for payment of services.

*Your insurance policy is a contract between you and your insurance company only.

*Any quotes regarding treatment coverage or the patients deductibles and percentages to be paid are estimated for your convenience.  These are not to be misconstrued as any type of contract between you and our office.
*We deal with a large variety of insurances and every insurance company varies in the amount of the benefits that are allowed.  We cannot possibly have full knowledge of every company.  It is the patients responsibility to know specifics of their insurance coverage.

*Please check your insurance handbook about your particular coverage.

I authorize release of any information relating to this claim and direct payment to John E. Goodrich, D.D.S.  I understand that I am responsible for all costs of dental treatment.

All dental services performed must be paid for at the time of service.  A service charge of 1 ½ % (18% annually) will be charged on all accounts exceeding 60 days.  All balances not paid in full within 60 days will be turned over to a collection agency.  If the account is sent to collections I agree to pay all attorney’s fees, court costs, filing fees and all collection costs, up to 30% of the amount owing which may be assessed by any collection agency retained to pursue the matter.






