Noll Family Dentistry
www.nolldentistry.com

Whom may we thank for referring you to our office? __________________________________________

	PATIENT INFORMATION



Date: _______ Patient’s name: ______________________________________________Birthdate:_____/____/______   
                                                                   Last                                         First                          Middle initial
If patient is a minor give parents/guardian name: _________________________________________________

Address: ___________________________________________________________________________ 
                                                Street                                          Apt#                                       City                          State                  Zip                                         
Social Security #: ______/_______/__________Email: ______________________________________
                         
Home Phone: (____)___________ Cell phone: (____)__________ Work phone: _(___)_______

Emergency contact name:   ______________________________   PH: ________________________

	RESPONSIBLE PARTY or INSURANCE SUBSCRIBER INFORMATION



Name: _____________________________________________________________ Birthdate: _________
                     First                                                 Last                                                            Middle
Address: ________________________________________________________________________________
                                          Street                                                          apt #                        City                                     State                 Zip
Home phone: _____________________cell phone: ________________work phone: ___________________
Relationship to patient: _______________________________
Employer: ____________________________________Social Security number: _______/_____/________
Dental Insurance Company: _________________________ID#________________ Group# ____________
Dental insurance address:_____________________________________________________________
Phone number of Insurance: (____) _____________________
	Do you have secondary dental insurance? (dual coverage) If yes please fill out below



Name: ________________________________________________Birthdate: ______/________/_________
Employer: _______________________________________________
Dental Insurance company: _______________________________Group#__________ID#_______________
Insurance Phone number: __________________________
	PAYMENT RESPONSIBILITY


Patients without dental insurance…I understand that all responsibility for dental services provided in this office for myself or dependents is mine, due and payable as services are rendered.
Patients with dental insurance …. I understand that all services and fees may not be fully covered by the insurance. I understand that I am responsible for payment of ALL dental services provided for myself or my dependents. My estimated co pay is due and payable at the time services are rendered. Any unpaid balance after insurance has paid their portion is due upon receipt of statement. If it become necessary to enlist a collection agency, responsible party agrees to pay all costs of collection.
I authorize the use of my name on dental claims for services provided to me and my dependents. I authorize payment of claims to this office.  I also understand that it is my responsibility to inform the office of any changes in information.
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