
 
 

 

                             
 
 
                              

 
   

 
First Name:_________________________ Last:________________________ M.I._____    Sex:    M      F  
 
Social Security #_____________________________     Date of Birth: _____________      Age:___________  
 
Address:___________________________________ City:_________________ State:______ Zip:_________ 
 
Home # _____________________________________ Cell #____________________________________ 
  
GUARDIAN/ POLICY HOLDER  
 
First Name:_________________________ Last:________________________ M.I._______ Sex:    M       F 
 
Social Security #___________________________      Date of Birth:_____________  
 
Address:___________________________________ City:_________________ State:______ Zip:_________ 
 
Home # _____________________________________ Cell #____________________________________ 
 
Primary Insurance Plan:______________________________ Phone:______________________ 
 
ID#:____________________________ Group#_____________________  
 
EMERGENGY  INFORMATION 
 
Incase of Emergency Notify: _______________________ Phone________________ Relationship:____________  
 
______________________________________________________________________________________________ 
Dental History 
 
_____________________________________________________________________________________ 
Previous Dental Office                                Date of Last Dental Visit 
_____________________________________________________________________________________ 
Reason for Leaving 
_____________________________________________________________________________________ 
Reason for Today’s Visit 
 
Who referred you to our office? (Doctor/Friend/Phonebook)______________________________Phone:______________ 
 
Please check any of the following that are a concern for you 
 
[  ] Appearance / Color of Teeth  [  ] Sweet Sensitivity  [  ] Grind / Clench Teeth 
[  ] Pain or Discomfort   [  ] Bleeding Gums  [  ] Dry Mouth 
[  ] Cold/Heat Sensitivity   [  ] Bad Breath   [  ] Headaches 
[  ] Pressure Sensitivity   [  ] Food Collects   [  ] Other 
 
Patient (or Parent/Guardian) Signature:_____________________________________________Date:_____________ 
 

PATIENT INFORMATION 
 



 
  



 
 

 
 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 
 

You may refuse to sign this acknowledgement. 
 
 

 
 
The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy Practices for Crescent Dental. A copy of 
this signed, dated Acknowledgement shall be as effective as the original.   
 
 
 
Please Print Your Name 
 
 
Please Sign Your Name 
 
 
Date 
 
 
Thank you and if you have any questions about this form or the attached Notice, please contact Rushdah Badeges. 
 
 
 
 

For Office Use Only 
 
 
As Privacy Official, I attempted to obtain the patient’s (or representatives) signature on this Acknowledgment but did not because: 
 

It was emergency treatment   ____ 
I could not communicate with the patient  ____ 
The patient refused to sign    ____ 
The patient was unable to sign  
Because (please describe)    ____ 

 
 
 
Signature Of Privacy Official 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 



 
 

PATIENT FINANCIAL AGREEMENT 
 

1. I understand that full payment is due at the time of service for myself and any party for whom I am 
financially responsible. 

 
2. I understand that it is solely my responsibility to confirm which treatments or procedures are covered 

and/or paid by my insurance (including, but not limited to, any applicable exclusions, deductibles, 
annual or life time maximums) 

 
3. I understand that as a courtesy Crescent Dental will attempt to verify my insurance coverage from 

information that I provide and will file two claims per appointment.  I am required to pay in full, before 
treatment is performed, the estimated portion of any procedures of treatment that will not be covered by 
my insurance.  

 
4. I understand that insurance claims will only be filed if I provide Crescent Dental with my social security 

and insurance identification numbers.  If I choose not to provide Crescent Dental with my SSN, I 
understand that I must pay in full for all services rendered. It is Crescent Dental’s policy to require SSN 
numbers and a copy of government-issued picture identification (driver’s license) for recordkeeping 
purposes. 

 
5. I understand that although I pay my estimated patient balance on the date of service, the insurance 

estimate may differ from what my insurance carrier actually pays.  If this happens I will receive a 
statement for the balance due which will be payable upon receipt. 

 
6. I understand that account balances over 90 days may be turned over to a collections agency and any 

additional fees associated with the collection process will be my responsibility.  However, we do not 
enjoy sending patients to collections and will try to make financial arrangements on overdue accounts. 

 
7. I understand I will be charged $35 for any returned check. 
 
8. I understand that if I discontinue treatment for a requested procedure, including but not limited to, 

partials, dentures, crowns, bridgework, and surgical preparatory work, I remain responsible for paying 
all lab related costs for materials and services that were incurred before I discontinued treatment. All 
related costs will be deducted from any refund to which I may be entitled for discontinued treatment and 
I may receive a bill/ statement for a balance due.  
 

9. I authorize release of any information relating to claims and I also authorize payment directly to AmeerZ 
Dental.    

 
I have thoroughly read, understand and agree to the above terms can conditions. 
 
__________________________________                                         _________________________ 

Printed Name                                                                                        Date 
     
  _____________________________________________ _________________________________________ 

Signature of Patient (or authorized guardian)      If authorized guardian, relationship to patient 
 


