Sgouse or Responsible Party Information
The following is far: [ the patient's spouse the persor responsible for payment

Name: _Jantz__ Debra

O Male OFemale O Married O Single O Child O Other
Sacial Security #; Birth Date:
Phone (Home): (Work): Ext: Best time to call:
Address: — City State __Zip

EMERGENCY CONTACT

i City Staie _2ip Code ]
Employment Information
The following is for: [ the patient O the person responsible for payment
Employer Name:\ Occupation:
Address: ) , .
Streel City, State  2ip Cade Ptione

Insurance Information

Primary
Name of Insured: Is insured a patient? OYes B No
Last First Mi
Insured's Birth Date: 1D #: Group #:
Insured's Address:
Straet City State Zip Cede

Insured's Employer Name:

Address:
Street City State Zip Code
Patient's relationship to insured: O Self 0O Spouse O Child O Other

Insurance Plan Name and Address:

Sacondary
Name of Insured: Is insured a patient? O Yes O No
Last First wi
Insured's Birth Date; ID#: Group #;
Insured's Address:
Streat City State Zip Code

Insured's Employer Name:

Address.
Sbeet City Slate Zip Coda
Patient's relationship to insured: O Self O Spouse O Child O Other

Insurance Plan Name and Address:

Consent for Services

As a condition of your treaiment by this office, financial arangements must be made in advence. The practice depands upon reimbursement from the patieris for the vosts incurved in their care and financiel
responsiblity on the part of esch patient must be detarmined before treatment

All amergancy dantal sarvicas, Cr any dantal gervicas performed without pravious finandal arangemants, must be paid fof in cash at the time services are parformed.

Patlents who carmy dental insurance undsrsland thal ali dental services fumished are chergea directly to the patiert ard that he or she is perscnally responsible for paymeni of all dental sarvices, This oTice
will help prepare the patienta insurance forms or assist in making collactions fram insurance compan:es and will credit any such collections ta the patient’s accourt. Hawever, this deniai office cannol render
services on the assumption that our charges will be paid by an insurance compary.

A samvice charge of 1%% per manth {15% per annum) on the unpaid balance will be charged on all accounts excosding 80 days, uniesa previously writlen financial arangements are sstisfied.
| understand that the fae estimats listed for this dertatl care can oniy bé extended for a period of six months from the date of the patient sxamination,

In cons/deration for the professional servicas randered 1o me, or at my request, by tha Doctor, | agree 10 pay therefore the reasonable value of sald services fo gaid Doctor, or his assignes, at the time sald
services are rendered, or within fiva (5) days of billing if credit sha!l be extended, | furthar agree that the reasonabie value of said services shalt e as billed uniesa cbhiected to, by me, in wriling, within the
time for payment thereof. | further agros that a waiver of any braach of ay time or conddion hefeunder shall not constitute a waivar of any further term or condition and | further agrea to pay all cosls and
reascnable attormey fees if suit ba instituted hareunder

1 grant my parmissicn 1o you o your astignes, to telephona me at Fome or 8k my wosk 1o disouss mafters rolated to tnis form

| have read the above conditions of treatment and payment and agree to their content.

Date: Relationship to Patient:

Signature of patient, parent or guardian
Date: Relationship to Patient:

rature of tor of payment/responsible party




