
       DATE: ______________

         

 

FIRST NAME _______________________________ MIDDLE INITIAL _________ LAST NAME _________________________________________ 

DOB: ____________________ AGE:____________  SEX:  MALE   FEMALE            MARITAL STATUS:     S    M    D    W   

SSN: ______________________________ DL# ______________________________  E-MAIL: _________________________________________________ 

MAILING ADDRESS _______________________________________________ CITY/STATE/ZIP _________________________________________ 

CELL PHONE ___________________________  HOME PHONE _________________________ WORK PHONE__________________________ 

EMPLOYER NAME ___________________________________________________ OCCUPATION __________________________________________ 

 

RESPONSIBLE PARTY, IF UNDER 18 ____________________________________________________________________________ 

RELATIONSHIP ___________________________________ EMPLOYER _____________________________________________________ 

SSN: _________________________________ DOB: ________________________ DL# _____________________________________________ 

BILLING ADDRESS ___________________________________________ CITY/STATE/ZIP ___________________________________ 

CELL PHONE ____________________ HOME PHONE ___________________ WORK PHONE _______________________________ 

EMERGENCY CONTACT ______________________________________________ PHONE#___________________________________ 

DENTAL INSURANCE INFORMATION 

PRIMARY INSURANCE CO. ______________________________________ ID # _____________________________________________ 

POLICY HOLDER ________________________________________________ EMPLOYER _______________________________________ 

POLICY HOLDER SSN: __________________________________________ DOB: ______________________________________________ 

SECONDARY INSURANCE CO. ___________________________________ ID#_____________________________________________ 

POLICY HOLDER ________________________________________________ EMPLOYER _______________________________________ 

POLICY HOLDER SSN: _________________________________________  DOB: ______________________________________________ 

 



I understand that all information on this form is necessary to provide me with dental care in a safe and 
efficient manner.  I have answered all questions truthfully and to the best of my knowledge.  I hereby 
authorize x-rays, study models,  photographs and/or video of my smile, teeth, jaw and/or face to be used 
as a record of my care and may be used for educational purposes in lectures, advertising, demonstrations, 
(including but not limited to newspapers, magazines, internet, and TV), and professional publications 
(dental magazines and journals).  I authorize Drs. Bowman, Padgett and Associates to perform needed 
treatments and dispense necessary medications that may be indicated.  I understand the use of anesthetic 
agents involves risks.  It is my responsibility to inform this dental office of any changes in my medical 
status. 

I understand that if I am taking antibiotics, I may need some other form of birth control other than oral 

contraceptives.  

I understand the responsibility for payment of dental services provided in this office for myself or my 

dependents is mine, due and payable at the time services are rendered; UNLESS, financial arrangements 

have been made.  I understand that where appropriate, credit bureau reports may be obtained.  I further 

understand that a statement fee will be added to any balance over 90 days.  In the event of default, I (we) 

promise to pay this charge on the indebtedness, together with such collection cost and reasonable 

attorney fees as may be required to effect collection. 

I agree to assign insurance payments to Drs. Bowman, Padgett and Associates.  I understand any 

overpayment by the insurance company will be reimbursed upon my request.  I am also aware that my 

insurance may not cover the full professional fee.   I hereby authorize release of any information relating 

to a claim and agree to promptly pay any outstanding balance to Drs.  Bowman, Padgett and Associates 

within 90 days of rendering treatment, all fees are due and payable at that time. 

I understand should I transfer to another dental practice that the original chart and x-rays must remain at 

Drs. Bowman, Padgett, and Associates.  If I request a copy of my dental records to be forwarded to 

another dental practice, I understand that a $25 duplication fee may be billed to my account. 

We allow our staff members to make post-operative calls. 

I agree that the above information has been provided to me in a manner and language that I understand. 

 

Signature of patient or legal guardian _______________________________________ Date_________________ 
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