
 
 

Today’s Date: ____________________  

How did you hear about our office? ___________________________________________ 

Name:  _________________________________________________________________ 

Last First MI Mr. Mrs. Ms. Dr. 

Nickname: __________________ Date of Birth:  ___ /___ /___   SS#:  ___ -___ -_______  

Address:  ________________________ City:  ______________ State:  ____ Zip: _______  

Home#: (___) ___ -_______  Cell#: (___) ___ -________   WK#: (___) ___ -____ ext. ____  

E-Mail Address:  __________________________________________________________ 

DL#: _______________________________   Marital Status:   ______________________  

Employer Name & Address:   ________________________________________________  

Previous/Present Dentist: ___________________________________________________ 

Person Responsible for Account: _____________________________________________ 

 

PRIMARY DENTAL INSURANCE 

Insurance Company Name & Address: ________________________________________ 

Insurance Company Phone#: _______________________   Group#:   _______________ 

Insured’s Name: _______________Insured’s DOB: __/__ /___ Insured’s ID#:  __________  

Insured’s Employer Name & Address: _________________________________________ 

SECONDARY DENTAL INSURANCE 

Insurance Company Name & Address: ________________________________________ 

Insurance Company Phone#: _______________________   Group#:   _______________ 

Insured’s Name: _______________Insured’s DOB: __/__ /___ Insured’s ID#:  __________  

Insured’s Employer Name & Address: _________________________________________ 

 

______________________________________________ _____________________________ 

Patient/Guardian Signature Date 
 

 



 

 



 

 

 
 

 
 

FINANCIAL POLICY 
 
 
Cash patients are expected to pay in cash check, or credit card the day the service is rendered, unless                   
specific arrangements are made in advance. 
 
For those patients covered by insurance, we will accept assignment of benefits. This means you must sign 
the portion of your insurance that assigns payment to our office. Most policies do not cover 100% of the 
cost of your treatment. Because of this, and the extreme delay in receiving payment from the insurance 
company, you will be responsible to pay the deductible, if any, and your portion of the charges the day the 
service is rendered. We will estimate, as closely as possible your coverage, but until we actually receive 
the payment from the insurance company, it is just an ESTIMATE. We will assist you in dealing with the 
insurance company, but ultimately the responsibility lies with you. If, after 45 days, the insurance company 
hasn’t paid, the paid balance will be due, in full, by you.  
 
 
No Show/Cancellation Policy:  If you fail/no show for your appointment, there will be a 75.00 dollar fee 
applied to your account.  A 48 hour notice is required when canceling your appointment.  If you are 
canceling less than 48 hours,  a 75.00 dollar fee will be applied to account.  
 
 
 
If you have any questions, feel free to ask them at any time. We wish to be of assistance in any way we                       
can.  
 
 
 
 
Patient/Guardian Signature__________________________________  Date  ___________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



 
 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE 
OF PRIVACY PRACTICES 

*You May Refuse To Sign This Acknowledgement 
 
 
 
 
 
 
I have received a copy of this office's Notice of Privacy Practices. 
 
 
 
 
 
Please Print Name:  __________________________________________ 
 
Signature:  _________________________________________________ 
 
Date:  _____________________________________________________ 
 
 
 
 
 
 
 
 
 
 

FOR OFFICE USE ONLY 
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy 
Practices but, acknowledgement could not be obtained because:  
Individual refused to sign  
Communication barriers prohibited obtaining acknowledgement  
Other (Please Specify)  
2002 American Dental Association 
All Rights Reserved 
BOWTIE DENTAL 
 

 


