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If patient is a full time student, Name of school State
Name of employer Work Phone ()
Address of employer City. State, Zip

Do you currently have an account with Advanced DentallYes [INo
Are any other family members patients at Grove Dental Associates: [1Yes [JNo If yes please list
How do you plan to take care of this account [] Cash/Check [ Credit Card [J Wish to Discuss Payment Options
Whom may we thank for referring you?
Nearest relative or friend not living with you whom we can call in an emergency.

Relationship, Phone ( )

Insurance Information

Name of insured Relationship to patient

Birthdate Social Security # Date Employed

Name of employer Work Phone ()

Address of employer City. State Zip
Insurance Company. Group # Union or Local #
Insur. Co. address City. State Zip

Do you have any additional insurance? [1Yes [INo If Yes, complete the following:

Name of insured , Relationship to patient

Birthdate Social Security # Date Employed

Name of employer Work Phone ()

Address of employer City. State Zip
Insurance Company Group # Union or Local #
Insur. Co. address City. State Zip

L authorize the dentist to release any information including the diagnosis and the records of any treatment or examination rendered to me or my

child during the period of such Dental care to third party payers and/or health practitioners. I authorize and request my insurance company to

pay directly to the dentist or dental group insurance benefits otherwise payable © me. I understand I am required to take care of any portion not
expected to be paid by insurance at the time of treatment. If my dental insurance carrier pays less than expected, I understand any remaining halance

is my responsibility and I agree to be responsible for payment of all services rendered on my behalf and my dependents. If qur office sgoe

enforcement of payment through the services of a collection agency, I shall be responsible for any incidental expenses, inclading collection
costs/attorney fees.

Date

— Patient (Parent) Signature Reviewed by
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