
Account Information

Person financially responsible for account

Name

Relationship to patient

Address

City			S   tate		  Zip

Phone No.

YOU

Name

Occupation

Employer

Business Address			   City

Business Phone No.		  ext.

Your Spouse

Name

Occupation

Employer

Business Address			   City

Business Phone No.		  ext.

Dental Insurance

Primary Carrier

Insurance Company

Group No.

Employee

Date of Birth	                    D ate Employed

Union or Local No.

Employee No.

Employee Social Security No.

Secondary Carrier

Insurance Company

Group No.

Employee

Date of Birth	                    D ate Employed 

Union or Local No.

Employee No.

Employee Social Security No.

Date

Name

Spouse

Address

City				S    tate		  Zip

Home Phone No.

Birthdate	  Ag e	  M ale	  F emale

Married	  S ingle	  D ivorced	   Widowed

Social Security No.

Date

Name

Address

City				S    tate		  Zip

Home Phone No.

Birthdate	  Ag e	  M ale	  F emale

School			     Grade			

Social Security No.

If your child’s last name and/or address are not 
the same as yours, Fill in the top box also.

Getting to know you

Is another member of your family or relative a patient 
at our office?
Name: 				    Relationship:

Referred to us by

Your former address

City 				S    tate 		z  ip

Person to Contact for Emergency

Phone No.

Address

City				S    tate		  Zip

Closest Relative Not Living With You

Phone No.

Address

City				S    tate		  Zip

Please complete the following Confidential Information

1 2

3

4

Please turn over and sign

If This
Appointment 
is for you
Start Here

If This
Appointment 
is for 
your Child
Start Here



CONSENT FOR TREATMENT

1.	 I hereby authorize doctor or designated staff to take x-rays, study models, photograph, 
	 and any other diagnostic aids deemed appropriate by doctor to make a thorough diagnosis of 
	 (name of patient)__________________________________ s dental needs.

2.	 Upon such diagnostic, I authorize doctor to perform all recommended treatment mutually 
	 agreed upon by me and to employ such assistance as required to provide proper care.

3.	 I hereby give Dr. W. Green the absolute right and permission to use photographs/slides 
	 for educational or promotional purposes. The undersigned completely and forever releases any 
	 right to present or future compensation in connection with the use of said photographs/slides.

4.	 I agree to the use of anesthetics, sedatives and other medication as necessary. I fully understand 
	 that using anesthetic agents embodies certain risks. I understand that I can ask for a complete 
	 recital of any possible complications.

5.	 In consideration of the services provided to the patient, I hereby guarantee payment in full of the 
	 patient’s account in accordance with the financial arrangements made at the time of discharge or, if 
	 no such arrangements are made, then payments shall be made in full within thirty (30) days 
	 of discharge.

In the event payments are not received by agreed upon dates, I understand that a 1-1/2% late 
charge (18% APR) and/or $2 billing fee may be added to my account. I agree that in the event 
of default in payment, reasonable costs of collection, equal to fifty (50) percent of the delinquent 
balance, and/or reasonable attorney fees may be added to the amount due on the account.

Patient	 Date	 Witness____________

Parent or Responsible Party	 Relationship to Patient_________________


