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                                            Date: 

PATIENT INFORMATION 
Patient’s last name: First: Middle: Marital status (circle one) 

 

 Mr. 
 Mrs. 

 Miss 
 Ms. Single  /  Mar  /  Div  /  Sep  /  Widow 

(Former name): Social Security no: Driver’s License no: Birth date: Age: Sex: 

           /          /   M  F 

Street address: City: State & ZIP Code 

   

Home Phone no: Cell Phone no: Email Address:  

    

Occupation: Employer: Employer phone no.: 

  (          ) 

How did you select our office? (please check one box):  Dr.   Insurance Plan  Hospital 

 Family  Friend  WebSite  Close to 
home/work  Yellow Pages  Other   Advertising 

Name of Family or Friend  

INSURANCE INFORMATION 
(Please give your insurance card to the receptionist) 

Person responsible for bill: Birth date: Address (if different): Home phone no.: 

        /         /  (          ) 

Is this person a patient here?  Yes  No   

Occupation: Employer: Employer address: Employer phone no.: 

   (          ) 

Is this patient covered by insurance?  Yes  No  

Name of primary insurance: Subscriber’s name: Group no.: Policy no.: 

Subscriber’s S.S. no.: 

 

Birth date: 
       /       /  

Patient’s relationship to subscriber:  Self  Spouse  Child  Other  

Name of secondary insurance (if applicable): Subscriber’s name: Group 
no.: Policy no.: 

    

Patient’s relationship to subscriber:  Self  Spouse  Child  Other  

IN CASE OF EMERGENCY 

Name of local friend or relative (not living at same address): Relationship to 
patient: Home phone no.: Work phone no.: 

  (          ) (          ) 

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the dentist. I understand that I am 
financially responsible for any balance. I also authorize All Brite Dental or insurance company to release any information required to process my 
claims. 

     

 Patient/Guardian signature  Date  
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FINANCIAL POLICY 

Thank you for choosing our office for your dental needs. We realize that every person's financial situation 
is different. For this reason, we have worked hard to provide a variety of payment options to help you receive 
the dental care you need and deserve. Dental treatment is an excellent investment in an individual's 
medical and psychological care. We will always be available to answer your questions or assist you in any 
way. 

We will bill your insurance company, if the services provided to you are covered by your insurance.   Please 
understand that we will provide an insurance estimate to you, however it is not a guarantee that your insurance 
will pay exactly as estimated.  Your insurance company and your plan benefits ultimately determine the amount 
paid. All charges you incur are your responsibility regardless of your insurance coverage.   You are required 
to pay the deductible and co-payment at the time of treatment. However, you remain responsible for the 
balance of the charges if your insurance company does not pay. Financial arrangements are available if the 
estimated portion of your charges is $200 or more, and you cannot pay it in full at the time of service. We 
offer various payment and financing options, please ask front desk for details. 

To maintain the practice operations and to prevent potential misunderstandings, we ask patients to 
accept and adhere to financial arrangements regarding their dental treatment. Payments are expected at the 
time services are rendered. We accept cash, checks, debit cards and all major credit cards. 

Broken appointments: Your appointment time that has been reserved especially for you and no one else, 
we strongly encourage all patients to keep their appointments. If you must change your appointment, we 
require at least two business days notice. Time is valuable and failure to give proper notice, may result in a 
broken appointment charge of $75 per hour.  We understand that emergencies do arise and will take them into 
consideration. 

Finance Charges: If patient portion of bill is not paid within 90 days of date of service, a 1% per month 
finance charge will apply. 

We thank you for the opportunity to serve your dental health care needs and welcome any questions you 
may have concerning your care or our financial policy. 

PATIENT Signature (Parent/Guardian of Child)_______________________________Date_______ 

Representative of the Dentist________________________________________________Date 
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Patient Consent to Receive Mail and/or Telephone Messages 
 
 
 
Please Print  (Last Name)   (First Name)    (M.I.) 
 
Do we have your permission to: 
 
Send a recall appointment reminder to your home? Y_____ N_____ 
 
Leave appointment, billing or dental information on  
your answering machine/voice mail/e-mail:  Y_____ N_____ 
 
I give permission to share appointment, billing or dental information with the person named below: 
 
Name: _________________________________________________ 
 
 
________________________________________________ ________________ 
Signature of Patient / Parent or Legal Guardian    Date 
 
 
 
 
 
 
 
Acknowledgment of Receipt of Notice of Privacy Practices 
 
I have received a copy of the Notice of Privacy Practices with an effective date of April 14, 2003. 
 
 
________________________________________________ ________________ 
Signature of Patient / Parent or Legal Guardian    Date 
 



All Brite Dental  

Rescheduling Policy  

 
 

We ask that all our patients give at least two business days notice if they need to 

reschedule an appointment, anything less than two business days will be considered a 

cancellation. We pride our office on seeing patients on time. In order to do this your 

appointment time is reserved for you only and when a cancellation occurs we lose that 

time to help other patients. 

 

Any patient who cancels twice will not be allowed to schedule another appointment, 

instead they will be put on a short call list or will have to prepay for their appointment.   

 

Any patient who fails to show up for an appointment without notice will not be allowed 

to schedule another appointment unless they are willing to pre-pay.  

 

A patient who cancels a single Saturday appointment will not be allowed to schedule 

another Saturday appointment, unless they prepay. 

 

We are open four days a week Monday through Thursday and on Fridays and Saturdays 

by appointment only. 

 

Example: To change an appointment scheduled for Monday a patient must call the office 

the Thursday prior. 

 

 

 

 

Patient Signature:                                                    
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