
 

 
 
 
 
 
 

About   You 
Patient   Name:   ________________________ 
Patient   nickname:   _____________________ 
How   did   you   hear   about   us?   ____________ 

Today’s   date:   _   ___/___   _/____ 
Male:   ________      Female:   __________ 

Birthdate:   ____/_____/______         Age:   _____ 
Patient   SSN:   ______________ 

Mailing   address:   ______________________ 
_____________________________________ 
Home   phone:   _________________________ 
Cell   phone:   ___________________________ 
Work   phone:   __________________________ 
Email   address:   ________________________ 
Marital   Status:   ________________________ 
Spouse’s   name:   _______________________ 
Spouse’s   phone:   _______________________ 
 

In   the   event   of   an   EMERGENCY: 
Whom   should   we   contact:   _______________ 
Home   phone   phone:   ___________________ 
Cell   phone   phone:   _____________________ 
Work   phone:   _________________________ 

 

Account   information 
Person   responsible   for   account   payment 
Name:   ___________________________ 
Relation:   _________________________ 
Address:   _________________________ 
________________________________ 
SSN:   ___________________________ 
Birthday:   ____/____/______ 
Home   phone:   _____________________ 
Cell   phone:   ______________________ 
 
Preferred   payment   method:     Cash   Check   Credit   Card 
_____     I   hereby   authorize   assignment   of   my   insurance 
rights   and   benefits   directly   to   the   provider   for   services 
rendered.   I   fully   understand   that   I   am   solely 
responsible   for   any   balance   not   paid   by   my   insurance 
company. 

 
 
 
 
 
 

Insurance   information 
 

Primary   Dental   insurance 
Insurance   Co:   _________________________ 
Address:   ____________________________ 

_____________________________________ 
Phone:   ______________________________ 
Insured’s   ID:   __________________________ 
Group   #:   _____________________________ 
Policyholder   name:   _____________________ 
Relation:   _____________________________ 
Policyholder   Birthdate:   ______/______/_____ 
Policyholder   SSN:   _____________________ 
Insured   SSN:   _________________________ 
Insured’s   employer:   ____________________ 

 

Secondary   Dental   insurance:  
Insurance   Co:   _________________________ 
Address:   ____________________________ 

_____________________________________ 
Phone:   ______________________________ 
Insured’s   ID:   __________________________ 
Group   #:   _____________________________ 
Policyholder   name:   _____________________ 
Relation:   _____________________________ 
Policyholder   Birthdate:   ______/______/_____ 
Policyholder   SSN:   _____________________ 
Insured   SSN:   _________________________ 
Insured’s   employer:   ____________________ 

 

Medical   Insurance   information: 
Insurance   Co:   _________________________ 
Address:   ____________________________ 

_____________________________________ 
Phone:   ______________________________ 
Insured’s   ID:   __________________________ 
Group   #:   _____________________________ 
Policyholder   name:   _____________________ 
Relation:   _____________________________ 
Policyholder   Birthdate:   ______/______/_____ 
Policyholder   SSN:   _____________________ 
Insured   SSN:   _________________________ 
Insured’s   employer:   ____________________ 
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Appointment   policy 

 
We value your time so you can expect us to see you at the appointed time and to keep your time spent in our office                         
as short as possible. In return, when you make an appointment with us please be on time since we have reserved                     
a time just for you. Please make every effort not to change your scheduled appointment. If you must change an                    
appointment, please provide us at least  2 working days advanced notification  so that we may accommodate other                 
patients in need. We reserve the right to charge $50.00 per hour for a 1 st missed appointment without proper                   
notification, and $100.00 for the 2 nd missed appointment.  You must speak to a team member to change or cancel                   
an   appointment. 
 

Financial   policy 
Payment   Options 
 

1. For   your   convenience   we   accept   Cash,   Check,   Visa,   Master   Card,   Amex   and   Discover. 
2. Care   Credit   –   short   and   long-term   financing   options   that   include   interest   free   terms   up   to   12   months   and 

extended   terms   with   interest. 
3. Health   Credit   Services   Loans--financing   options   for   larger   treatment   plans 
4. We   offer   a   prepayment   courtesy   of   5%   on   restorative   treatment   over   $1,000.00   that   is   paid   for   prior   to   an 

appointment. 
 

For   Patients   with   Dental   Insurance 
 

● Dental Insurance plans often pay less than the actual fee for service, therefore the patient or Guarantor is                  
the responsible party for all dental service provided. Dental insurance in most cases is a benefit with                 
limitations and should not be expected to take care of all costs. Your dental benefits and how they relate to                    
your specific needs will be explained to you during the treatment plan presentation. We do our best to give                   
you an accurate estimate and there are also times that your insurance carrier remits payment to you rather                  
than   our   office. 

 
For   Patients   with   Medical   Insurance 

 
● For certain procedures and medical insurances, we may be able to use medical benefits to help with your                  

needed   dental   treatment.   Please   ask   a   front   office   team   member   if   you   are   eligible. 
 
Finance   Charges   and   Fees 
 

● Balances   in   excess   of   60   days   are   subject   to   a   monthly   finance   charge   of   1.5%. 
● Returned   checks   are   subject   to   a   $35   accounting   fee. 

 
General   Consent   to   Treat 

 
I   agree   and   consent   to   a   dental   examination   by   the   dental   professionals   at   Harrisonburg   Family   &   Cosmetic 
Dentistry.      I   understand   that   additional   diagnostic   procedures   and   dental   treatments   may   be   recommended   and   will 
be   discussed   with   me   prior   to   being   done.      I   acknowledge   that   there   are   no   guarantees,   expressed   or   implied,   as   to 
the   results   of   any   procedures   or   dental   treatments   performed. 
 

Release   of   Information 
 
I   authorize   Dr.   Wright   to   release   any   information   regarding   my   dental/medical   history,   diagnosis   or   treatment   to   third 
party   payers   and/or   other   health   professionals. 
 

Assignment   of   Insurance   Benefits 
 
I   authorize   and   request   my   insurance   company   to   pay   my   benefits   directly   to   Dr.   Wright. 
 
I   Understand   and   Will   Comply   With: 
The   appointment   policy,   financial   policy,   general   consent   to   treat   and   release   of   information   policies   listed   above. 

**I   HAVE   BEEN   OFFERED   A   COPY   OF   THIS   OFFICE’S   NOTICE   OF   PRIVACY   PRACTICES.** 
 
 
X_________________________________________________            Date________________________________ 
                                 Patient/Responsible   Party   Signature 
 
 

 




