


Bear Creek Dental 
1430 S. 21st St. 

Colorado Springs, CO 80904 
(719) 633-2828 

 

Physician’s name __________________________________  Phone number __________________________________ 

In case of emergency notify _____________________________Phone number ________________________________ 

How did you find out about our office? __________________________________________ 

 
The above information is accurate and complete to the best of my knowledge and is only for use in my treatment, billing and processing of 

insurance.   I will not hold the dentist or staff members responsible for any errors of omissions that I may have made in the completion of this form. 
I consent to treatment as necessary or desirable to the care of the patient first named above, for the diagnosis of dental disease, deformity, or 

treatment of dental pathology and emergencies.  These procedures may include radiographs, models, and intro-oral examinations. 
I also acknowledge full responsibility for the payment of such services and agree to pay for them, in full, at the time of service, unless 

other arrangements are made in advance.  If I have dental insurance I authorize the doctor to release all necessary information, and to pay for any 
charges not covered by insurance.  I am also subject to finance charges, collection and/or legal recourse if my balance remains past due.  

 I am also aware that any appointment made for myself is reserved for me unless I notify Bear Creek 
Dental 24 hours in advance of a need to reschedule,  I am subject to a charge of at least $35. 
  

Signature (patient, parent, or legal guardian) _______________________________________ Date ____________ 

PATIENT INFORMATION 

 Name____________________________________ Home phone #____________________ Cell phone #_____________________ 

Mailing Address_________________________________      City__________________________ State________ Zip__________    

Physical Address _________________________________    City__________________________ State________ Zip__________          

        Employer_______________________________          Occupation ___________________________ 

        Employer address____________________________    Employer phone_______________________ 

        Social Security #________________________  Birthdate________________ Email address ______________________________ 

        May we use email to send reminders and confirm appointments with you?      Yes        No  

RESPONSIBLE PARTY 

Person responsible for account _______________________________Relationship to patient _________________ 

Address __________________________________________      City ____________________________________ 

State ____________  Zip __________________   Home phone number _______________________ 

Employer ________________________________  Work phone number ______________________ 

                           Is he/she currently a patient in our office?      Yes         No 

DENTAL INSURANCE INFORMATION 

Insurance Company ________________________  Name of policy holder _______________________ 

                           Relationship to patient _______________________  Birthdate of policy holder ___________________ 

   SS# of policy holder ____________________Employer of policy holder ________________________ 

ADDITIONAL DENTAL INSURANCE INFORMATION 

Is the patient covered by additional dental insurance ?   Yes    No 

Insurance Company __________________________ Name of policy holder______________________  

Relationship to patient ___________________  Birthdate of policy holder________________________ 

    SS# of policy holder ___________________ Employer of policy holder _________________________ 
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