
PATIENT INFORMATION       DATE  _________________________ 

 

 
 
Dr. Mr. Mrs. Ms. PATIENT NAME   ____________________________________________________________________ 
      (Last)         (First)                       (MI) 
 
 
 
How would you like your appointments to be confirmed? (check one)    __text  __e-mail  __phone call  
 
 
E-mail:_______________________________          Cell #: _______________________            
 
 
 
Whom may we thank for referring you ?   _____________________ Name           ____________ Insurance Co. 
 
 
 _______________Other 
 
 
 
 
 
  
 
 
IF YOU ARE COVERED BY DENTAL INSURANCE, PLEASE FILL OUT FOLLOWING 
       
 
Is this policy in your name? YES NO 
 
If NO, whose name is It under? _______________________________________________________________________ 
 
Relationship to you? Spouse   Parent    (If parent, is name different from patient? _____________________________ ) 
 
Birth date of the policyholder ___________________ Soc Security# of policyholder ___________________________ 
 
Name of group dental program ___________________ Subscriber ID Number ________________Group#___________ 
 
Employer Name ____________________________________________________ 
 
Employer Address/City/State/Zip ______________________________________________________ 
 
Insurance Company ________________________________________________________________ 
 
Insurance Company Address/City/State/Zip ______________________________________________ 
 
Insurance Company Telephone #  ______________________________________________________ 
 
 
 
AUTHORIZATION    I authorize insurance  payment  to be paid directly to the dental office. I understand that I am  

                                              responsible for all costs of dental treatment and for balances not covered by the insurance carrier.  

                                            
INFORMED CONSENT        I agree to have the doctors & staff of Longwood Dental Group examine and treat me, including but not  

                                              limited to; physical examination, radiographic examination, and performance of indicated treatment. The 

                                              risks and benefits of any recommended procedures have been explained and I have had the opportunity 

                                              to ask questions. I authorize the dental office to administer such medications and perform diagnostic and  

      therapeutic procedures necessary for proper care. The above information is correct to the best of my  

                                              knowledge. 

 

                                             
               
                                             SIGNATURE                                                              DATE 
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