ROSEVILLE DENTAL GROUP

1441 SECRET RAVINE PKWY., SUITE 100, ROSEVILLE, CA 95661
TELEPHONE (916) 782-7783 FAX (916) 782-4699

Date PATIENT INFORMATION
Home # Work # Cell #
PATIENT INFORMATION RESPONSIBLE PARTY OR SPOUSE INFORMATION
Name Name
Address Employer
City, State, Zip Business Address
Birthdate ____/_/  Age_ OM QF City, State, Zip
O Married O Widowed Q Unmarried Business Phone Ext. #
Social Security # - - Position

Employer Driver’s License #
‘Business Address

City, State, Zip

Whom may we thank for referring you?

GENERAL INFORMATION
Person to contact for emergency
Relationship to Patient

Their telephone #

IF YOU HAVE DENTAL INSURANCE, PLEASE FILL IN THE FOLLOWING:

PRIMARY INSURANCE SECONDARY INSURANCE
Name of insured Name of insured
Insured person Date of Birth / /. Insured person Date of Birth /. /
Insured Social Security # - - Insured Social Security # - -
Insurance Company Insurance Company
Insurance Address Insurance Address
City, State, Zip City, State, Zip

Insurance phone #
Local # or Group #
Employer

Insurance phone #
Local # or Group #
Employer

Date employed Date employed

FINANCIAL AGREEMENT AND AUTHORIZATION FOR TREATMENT

The main goal of this office is to provide you with the best quality dental care available. This is based on a friendly, but businesslike
understanding between doctor and patient. We ask that all fees and charges for treatment be paid the date they are incurred, unless
previous arrangements have been made. There is a service charge on all accounts past 60 days. If an appointment must be changed
we require 24 (twenty-four) hour notice. You may be charged for missed or broken appointments. As members of the Credit Bureau
of Placer County, we reserve the right to make credit inquiries.

As a courtesy, we bill insurance claims for our patients. Please remember, your insurance policy is a contract between you and the
insurance company, not between the doctor and the insurance company. We cannot guarantee your claim will be paid, or how much
will be paid. Financial responsibility for services rests with the patient and/or family. We will be happy to help you if you need
assistance with your insurance claim. If your insurance has not paid after 60 days, we ask that you pay the balance of your account
and that you contact your insurance company regarding settlement.

I understand that payment is due according to these arrangements. I authorize my treatment or treatment of the patient listed above.

SIGNATURE




