
 
 

 

PATIENT INFORMATION: 
 
Patient Legal Name:___________________________________________Preferred Name:_______________________ 
 
Birth Date:_______________ Male:___ Female___ Married___ Single___ 
 
SS#_________________________  Driver's License#____________________________________________________ 
_ 
Address:_______________________________________City:__________________State:_____Zip:_______________ 
 
Home Phone#:____________________ Work#:_________________________ Cell#:___________________________ 
 
Employer:________________________________________________________________________________________ 
 
Emergency Contact:__________________________________________ Phone#:______________________________ 
 
How Did You Hear Of Us?___________________________________________________________________________ 
 
PARENT/GUARDIAN INFORMATION (if patient is a minor): 
 
Name:_________________________________________________Relationship to patient:______________________ 
 
Birth Date:__________________ SS#_______________________ Drivers License#:_____________________________ 
 
Address:__________________________________City:____________________State:_________Zip_______________ 
 
Home Phone#:_____________________ Work#:_________________________ Cell#___________________________ 
 
DENTAL INSURANCE INFORMATION (Primary): 
 
Policyholder's Name:______________________________DOB:________________SS#__________________________ 
 
Policyholder's Home Address:________________________________________________________________________ 
 
Insurance Company:_________________________________________________Group#________________________ 
 
Policy Holder's ID#:___________________________ Employer:____________________________________________ 
 
Patient Relationship to Policyholder: Self_____ Spouse_____ Child_____ Other________________________________ 
 
I authorize payment by my insurance company directly to the dentist or Clinton Family Dental. I authorize the use of 
this signature on all insurance submissions. I authorize Clinton Family Dental to release all information necessary to 
secure the payment of benefits. 
 
Signature_________________________________________________________Date ___________________________ 
 
I understand that I am financially responsible for all charges whether or not paid by insurance. If my account must be 
turned over to a collection agency, a collection fee of 30% of the outstanding balance will be added to my account.  
In addition, I will be responsible for any legal fees, court cost, and attorney fees. 
 
Signature_________________________________________________________Date___________________________ 



 
 

 

PATIENT NAME: _______________________________________________________________________________ 

 

Physician’s Name, Phone Number and Address ______________________________________________________ 

_____________________________________________________________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Please list all prescription and over-the-counter medications you are currently taking, as well as the condition for which the medication is 

being taken (Please attach separate medication list if necessary). 

  

 

Have you ever been told by a doctor that you need to take antibiotics prior to dental appointments? ___________________________ 

If there are any other diseases, conditions or problems that you think we should be aware of that is not covered above, please describe 

here: _________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________ 

By signing below, I attest that I have completed the above information to the best of my knowledge. 

Signature__________________________________________________________Date________________________________________ 



 
 

 

 

Acknowledgement of Receipt of 

Notice of privacy Practices 

 

Clinton Family Dental 

 

*You May Refuse to Sign This Acknowledgement* 

 

 

I have received a copy of this office’s Notice of Privacy Practices.  

 

Print Name: ____________________________________________________________________  

 

Signature: _____________________________________________________________________  

 

Date: _________________________________________________________________________  

 

 

 

FOR OFFICE USE ONLY: 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be 

obtained because:  

 Individual refused to sign  

 Communication barriers prohibited obtaining the acknowledgement 

 An emergency prevented us from obtaining acknowledgement 

 Other (Please Specify)  

__________________________________________________________________  

__________________________________________________________________  

__________________________________________________________________ 


