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1ST COVERAGE
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How do you wish to be addressed o

Relationship to patient

Residence - Street _

Employer Name 2 Yrs.
City State Zip Name of Insurance Co.
Address -
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Telephone: Res. Bus. Program or policy # -
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Union Local or Group .
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Who is Responsible for this account | consent lo the diagnostic procedures and lreatment by the dentist necessary for
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Drivers License No. _ | consent to the dentist's use and disclosure of my records (or my child's records) to
carry out treatment, fo obtain payment, and for those activities and health care oper-
Method of Payment: Insurance '3 Cash 1 Credit Card 0 ations thal are related to treatment or payment.
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Other Family Members in this Practice = _
My consent to disclosure of records shall be effective until | revoke it in wriling.
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_ - revoke all previous agreements to the contrary and agree to be responsible for pay-
ment of services not paid, by my dental care payor.
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