




 

 

Insurance  
Information Release Form 

 

Policy Holder’s Information 
      q Male     
           q Female             /         /                          -            -   
Policy Holder’s Name          Birthday      Social Security Number 

q Male     
           q Female             /         /                          -            -   
Spouses Name                 Birthday      Social Security Number 
 
 

Dependent's Name (last name if different than yours)    
      q Male     
           q Female             /         /                          -            -   
Dependent                   Birthday      Social Security Number 

    q Male      
           qFemale             /         /                          -            -   
Dependent                Birthday           Social Security Number 
      q Male     
           q Female             /         /                          -            -   
Dependent                  Birthday      Social Security Number 

    q Male      
           qFemale             /         /                          -            -   
Dependent                Birthday          Social Security Number  
 
 

Insurance Information  
 

                                                                                     ,                ,           
Employer    Address      City       Zip      Phone Number 
 
                                                                                     ,                ,           
Insurance Company   Address      City       Zip      Phone Number 
 
                                    
ID Number                                                                          Group Number                          Plan Number 
 

               
 
Secondary Insurance Information 
      q Male     
           q Female             /         /                          -            -   
Policy Holder’s Name          Birthday      Social Security Number 
 
                                                                                     ,                ,           
Employer    Address      City       Zip      Phone Number 
 
                                                                                     ,                ,           
Insurance Company   Address      City       Zip      Phone Number 
 
                                    
ID Number                                                                          Group Number                          Plan Number 
 
 

Please Initial:  _______ I authorize release of any information relating to my claim.  
 

_______   I authorize payment directly to Dr. Josh McCormick.  
 

_______ I understand that all fees not paid by insurance are my responsibility. 
 

 
                            
                    Print Patient Name     Patient or Policy Holder Signature          Date 
 
        
           Employee Signature 
 
Note:  If you have an insurance card, please give it to the receptionist so she can make a photocopy, which will help in speeding your 
insurance claim. 
 

 



 

 

 
Our Policy 

Regarding Dental Insurance 
 
You are fortunate to have dental insurance, whether you have purchased it or your 
employer has provided it for you. Though your dental insurance is your responsibility we 
can help! We will go the extra mile to help you maximize your benefits. As a courtesy, 
we will help by filing your insurance forms, which will save you considerable time and 
trouble. We accept payments from most insurance companies, which reduces your 
immediate out-of-pocket expense. 
 
Regardless of what we may calculate your insurance company to pay, it is only an 
estimate. Our estimate is based on limited information obtained from your insurance 
company. You must understand, we cannot forecast what they will pay.  
 
We must stress that you are responsible for the total treatment fee. Your dental 
insurance is not designed to pay the entire cost of your treatment, but it is intended to 
help cover a certain portion of the cost.  Better terms for dental insurance may be 
"dental assistance” or “dental benefits." 

 
  
 
 
 
 
 

        
 

In order for us to obtain your insurance information for submiting your claim and/or 
discuss your situation directly with your insurance please complete the “Insurance 
Information Release Form” (attached) and return. 
 
I have read and understand the above. 
 
 
 
 
                            
                    Print Patient Name               Patient or Responsible Party Signature           Date 
 
 
        
           Employee Signature 
 
 
 
 

 
 

 

 

Please remember, however, the financial obligation for  
dental treatment is between you and this office, and 

          is not between this office and your insurance company. 
 



Your	Dental	Needs	
	

 
Your	Name:	____________________________________________________				Date:	______________________	
	
We	place	a	high	emphasis	on	helping	you	determine	your	present	and	future	dental	needs.	Some	things	we	will	
discuss	during	your	first	visit	may	be	issues	you	have	never	considered	before.	Please	check	what	best	expresses	
how	you	feel	about	the	following	questions:	
	
•	Are	you	having	any	areas	of	concern?____________________________________________________________________________	
	
•	What	do	you	think	is	the	present	state	of	your	oral	health?	
_________________________________________________________________________________________________________________________	
	
•	What	do	you	already	know	about	our	office	and	what	are	your	expectations?		
_________________________________________________________________________________________________________________________	
	
•	How	healthy	do	you	want	us	to	get	your	mouth?	(please	circle)	
	

The	best	it	can	be		 	 Average		 	 Don’t	really	care	
	
•	Should	you	need	treatment,	at	what	point	should	we	address	it?	(please	circle)	

	
											When	something	isn’t	ideal		 			When	something	is	worsening												When	my	tooth	hurts	or	breaks	
	
•	What	quality	of	dentistry	do	you	want	us	to	recommend?	(please	circle)	

	
Ideal/the	best		 	 Average		 	 Just	patch	it	

	
•	We	have	the	ability	to	look	at	your	mouth	from	three	different	perspectives.	Please	rank	these	in	the	order	of	
most	important	to	least	important	to	you.	

	
____As	a	general	dentist		 	 As	a	cosmetic	dentist		 	 As	a	functional	dentist	

	
•	How	do	you	feel	about	the	appearance	of	your	face	and	smile?		______________________________________________	
	
•	What	would	it	take	for	you	to	trust	us	to	be	your	dentist?	_____________________________________________________	
	
•	Tell	us	about	your	good	dental	experiences.	____________________________________________________________________	
	
•	And	the	bad	ones.	__________________________________________________________________________________________________	
	
•	Has	fear	ever	been	an	issue	for	you	in	a	dental	office?	__________________________________________________________	
	
•	What	caused	you	to	leave	your	last	dental	office?	_______________________________________________________________	
	
•	Has	time	ever	been	a	factor	in	getting	your	dental	work	done?	________________________________________________	
	
•	Has	cost	of	dental	treatment	been	a	concern	for	you?	__________________________________________________________	
	
•	What	can	we	do	to	help	you	with	this?	___________________________________________________________________________	
	
•	Is	there	any	additional	information	you	would	like	us	to	know?_______________________________________________	



 

 

Josh McCormick, DDS  
4455 Cowell Rd.  

Concord, CA 94518 
(925) 685-3043 

 

Financial Agreement  
 
 
Our goal is to provide the highest quality of dental care possible and to have clear 
communication of our financial policy.  
 
All accounts are due and payable at time of service. If a procedure requires multiple 
appointments, payment is required in full at the time of the first appointment, unless other 
payment arrangements have been made. Parents not accompanying their child to an 
appointment must make prior arrangements for payment.  
 
There is a $30.00 processing charge for non-sufficient funds or returned checks.  
 
Notice to Patient: 
No interest is imposed under this agreement. However, there will be a rebilling charge of $5 or 
1.5% per month (whichever is greater) to the account should it become past due. If collection 
action is necessary, you agree to pay all court costs and collection fees, including reasonable 
attorney’s fees, to the extent applicable by law. 
 
 
Payment options: 

1. Cash 
2. Check 
3. MasterCard 
4. Visa 
5. American Express 
6. Discover 
7. Credit Card authorization for recurring charges if: 

a. Treatment exceeds $200 
b. Down payment is made at first appointment 

 
 

 
 
I, ____________________________, agree to these financial terms.   
 
 
 
Signature________________________________________ Date_______________________ 
                



 
Consent for Dental Treatment and 

 Acknowledgement of Receipt of Information 
 
 
Name:           Date:       
 
State Law requires us to obtain your consent for dental treatment.  Please ask us about anything you do not 
understand. We are ready to answer any of your questions or explain anything you need.  Any alternatives to 
the recommended treatment, including no treatment, have been explained to me.   
 
I understand dentistry is not an exact science and complications may occur despite our best efforts.  There are 
risks associated with any dental treatment.  This includes the administration of any local or general anesthetic 
agent, analgesic agent(s) to produce conscious sedation, and/or pre-medication prior to dental care being 
rendered. Some of these risks/complications are, but are not limited to, the following: 
 

 Sensitivity to temperature (hot/cold)  Damage to or possible loss of filings or other dental work 
 Damage, fracture or possible loss of the tooth/teeth being Change in bite 
        treated as well as adjacent teeth and bone Incomplete removal of tooth 
 Failure of wound to heal Loss of tooth/teeth or loss of bone 
 Injuries to adjacent teeth and/or soft tissue Dry socket 
 Parasthesia or numbness of:  tongue, and/or mouth, and/or face Injury to adjacent structures  
 Fracture of mandible (upper jaw) or maxilla (lower jaw) Instrument breakage 
 Opening between mouth and sinus or mouth and nose Allergic reaction to drugs  
 Sloughing (unanticipated loss of hard and/or soft tissue) Bacterial Endocarditis  
 Swallowing and/or aspiration of prosthesis and other objects Failure or treatment to accomplish its purpose 
 Trismus (jaw pain or difficulty opening mouth) TMJ Dysfunction or worsening of TMJ condition 
 Additional surgery, hospitalization and/or further treatment may be Injury from airborne particles or instruments 
         required in the event of any complication(s) Infection  
 Burns from chemical agents used in treatment or dental treatments  Bleeding 
 Loss of or damage to the ability to taste, speak, hear and/or see Tooth or fragment in maxillary sinus 
 Breakage or root(s) and retained root fragments  
 

 
State Law also requires that we specifically advise you, although rarely occurring, the dental treatment or anesthetic may 
result in:  Paraplegia (paralysis of both legs); Quadriplegia (paralysis of both arms and legs); Loss or loss of function of an 
organ(s) or limb(s); Brain Damage; or Death. 

 
After we reserve your appointment time with either the doctor or hygienist, we request a 48 hour notice if you 
need to change or cancel your appointment. Failure to give 48 hour notice will result in a minimum $80 missed 
appointment fee.  
 

Patient Acknowledgment 
 

I acknowledge that I have read, or that it has been read to me, and I understand the information contained on this consent 
form.  I was given an adequate opportunity to ask any questions and all questions that were asked, were answered to my 
satisfaction.  I hereby authorize and direct the dentist and/or associates, hygienists, assistants of their choice to perform 
the diagnostic, surgical or dental treatment. I have also received a copy of the Dental Materials Fact Sheet as required by 
law.   This consent form will remain valid until revoked by me in writing. 
  
 

 
      __________________________________    ____________ 
                   Signature of Patient or Guardian                                                                                            Date 
 
 



 

 

Patient Acknowledgement of Receipt  
of Notice of Privacy Practices 

 
 
The privacy of your health information is important to us.  Please review this information carefully. 
 
 
               
                                Print Patient’s Name       Date 
 
Our Legal Duty 
We are required by applicable federal and state law to maintain the privacy of your health information.  In 
addition, we are required to give you this Notice about our privacy practices, our legal duties, and your 
rights concerning your health information.  We must follow the privacy practices that are described in this 
Notice while it is in effect.  This Notice takes effect (04/14/03), and will remain in effect until we replace it. 
 
We reserve the right to change our privacy practices and the terms of this Notice at any time, provided 
such changes are permitted by applicable law.  We reserve the right to make the changes in our privacy 
practices and the new terms of our Notice effective for all health information that we maintain, including 
health information we created or received before we made the changes.  Before we make a significant 
change in our privacy practices, we will change this Notice and make the new Notice available upon 
request.  
 
You may request a copy of our Notice at any time.  For more information about our privacy practices, or 
for additional copies of this Notice, please contact us using the information listed at the end of this 
Notice.  
 

 
               
      Patient Signature                         Date  
 

 
       Office Use Only        
 
We attempted to obtain written acknowledgement or receipt of our Notice of Privacy Practices, 
but acknowledgement could not be obtained because: 
 
 
Patient Name:        

q Individual Refuses to Sign 
q Communication Barriers – prohibited obtaining the acknowledgement 
q Emergency Situation – prevented us from obtaining the acknowledgement 
q Other – please explain:           

             
              

 
 
               
       Staff Signature                              Date  
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