New Patient Form

New patients

Welcome to our practice. Our primary purpose is to serve you and your family, to
provide for your dental health needs in a considerate and caring fashion. For your
protection this office has the most modern equipment, the latest techniques, above all, we
follow OSHA guidelines in advanced sterilization technology for both staff and patient
protection.

Consent for Services

As a Condition of your treatment by this office, financial arrangements must be made in
advance. The practice depends upon reimbursement from the patients for the costs
incurred in their care. Financial responsibility on the part of each patient must be
determined before treatment. All emergency dental services, and any dental services
performed without previous financial arrangements, must be paid for in full at time
services are preformed. I understand that the fee estimate listed for this dental care can
only be extended for a period of six months from the date of the patient examination.

Medical and Dental Authorization

I have read the information on the health questionnaire and it is accurate to the best of my
knowledge. I understand that the dentist to help determine appropriate and helpful dental
treatment will use this information provided. If there are any changes in my medical
status, I will inform the dentist.

Insurance Authorization

If you have dental insurance, we will gladly process your forms. However, we request
that you pay your estimated portion when services are rendered. Please remember that
our contract for payment is with you and not your insurance carrier. We are happy
to bill your insurance as a courtesy to you, when you have provided us with your
complete insurance information. We allow 45 days from the date of service for payment
from an insurance company. After this period, we ask you to become responsible for
payment of all unpaid fees.

Cancelled/Missed Appointments

We reserve the right to charge $40.00 for appointments cancelled or missed without
24hrs-advanced notice.



Deer Valley Smiles

PATIENT INFORMATION
Name, Birthdate SS#
Address, City. State Zip____
Sex ___M___F Married Widowed Minor
Single Divorced
E-mail Home Phone
CellPhone ()
Employer/School Employer/School Phone
Employer/School Address City State ____ Zip
Spouse or Parent’s Name Employer Work Phone
Whom may we thank for referring you?
Person to contact in case of emergency Phone
Responsible Party
Name of Person
Responsible for this Account Relation to Patient
Address Home Phone
Driver's License # Birthday.
Employer Work Phone
Currently a patient in our office? ______Yes __No E-Mail
Insurance Information
Name of Insured Relation to Patient
Birthday Social Security # Date Employed ___
Employer Work Phone
Employer Address City State Zip
Insurance Company Group #
Address City State Zip
Insurance ID# Insurance Phone
Additional Information
Name of Insured Relation to Patient
Birthday Social Security # Date Employed ___
Employer Work Phone
Employer Address City State Zig
Insurance Company Group #
Address City State Zip
Insurance ID# Insurance Phone







