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New Patient Information Form
Name Date

First Middle Last

How do you wish to be addressed

Address City State Zip

Cell # Home phone Birthdate

Email Soc. Security #

Check Appropriate Box |:| Minor |:| Single |:| Married |:| Divorced |:| Widowed |:| Separated
If college student, F.T/P.T., name of school City State
Patient or parent’'s employer Work phone

Business 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 an emergency Phone

Responsible Party

Name of person responsible for this account Relationship to patient
Address Home phone
Driver’s license # Birth Date Soc. Security #

Method of Payment: |:| Cash |:| Credit Card D Check

Email Address:

Employer Work phone

Is this person currently a patient in our office |:| Yes D No

“Helping your child’s teeth sparkle,
one smile at a time.”
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Insurance Information

Name of insured Relationship to patient

Birthdate Soc. Security # Date employed

Name of employer Union or local # Work phone

Employer address City State Zip
Insurance Co. Tel. # Grp. # Policy/I.D.#

How much is your deductible How much have you used Max annual benefit

Do you have any additional insurance D Yes D No If yes, complete the following:

Name of insured Soc. Security # Date employed

Name of employer Union or local # Work phone

Employer address City State Zip
Insurance Co. Tel. # Grp. # Policy/l.D. #
Ins. Co. address City State. Zip
How much is your deductible How much have you used Max annual benefit
Consent

1. 1 consent to the diagnostic procedures and treatment by the dentist necessary for proper dental care.

2. | consent to the dentist’'s use and disclosure of my records (or my child’s records) to carry out treatment, to obtain
payment, and for those activities and health care operations that are related to treatment or payment.

3. | consent to the disclosure of my records (or my child’s records) to the following persons who are involved in my
care (or my child’s care) or payment for that care.

My consent to disclosure of records shall be effective until | revoke it in writing.

| authorize payment directly to Twinkle Little Star Pediatric Dentistry, LLC or the dentist of insurance benefits,

otherwise payable to me.

6. |understand that my dental care insurance carrier or payor of my dental benefits may pay less than the actual bill
for services, and that | am financially responsible for payment in full of all accounts.

7. By signing this statement, | revoke all previous agreements to the contrary and agree to be responsible for
payment of services not paid, by my dental care payor.

8. | have read, understand and agree to abide by the Office Policies of Twinkle Little Star Pediatric Dentistry, LLC.

9. | attest to the accuracy of the information on this page.
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Signature of patient (or parent, if minor) Date

Print Name (or parent, if minor):

“Helping your child’s teeth sparkle,
one smile at a time.”



