s
D Hangery

FAMILY DENTISTRY
1747 South Heritage Lane, Suite B203 + Syracuse, Utah B4075 « 525-1725

DATE

PATIENT INFORMATION
LAST MAME FIRST NAME .
[l earrion [CHzingin [ iinor
ADLAESS LNIT # [T mnin
[ Farnae
CITY STATEZ BIRTHOATE
{Month, Day, Yaor)
HIOME PHOME WOHRK, PHOMNE Fhid
SOOI SECLURAITY NUMBER E-MAM. ADDRESS
PLACE (F EMPLOYMENT
IF FULL-TIME STUDENT SCHOOL NAME GRADE PEAESOM RESPOMSIDLE
FOR ACCOLNT
PERSON TO CONTACT IN CASE OF EMERGENCY
LAST HAME FIRST NAME HOW RELATED
AODRESS UNIT £ I ninin
ClFemain
CITY STATELZP E-MAIL ADORESS
HOME PHONE WORK FHONE FAX
REFERRALS

Has any member of your family ever been treated in our office? YES NO
Whom may we thank for referring you to our office?

AUTHORIZATION

| hereby authorize payment directly to the Dental Office of the group insurance benefits otherwise payable to me. | un-
derstand that | am responsible for all costs of dental treatment. | hereby authorize the Dental Office to administer such
medications and perform such diagnostic, photographic and therapeutic procedures as may be necessary for proper dental
care. The information on this page and the dental/medical histories are correct to the best of my knowledge. | grant the
right 1o the dentist to release my dental/medical histories and other information about my dental treatment to third party
payers and/or other health professionals.

PATIENT or RESFONSIBLE PARTY : DATE




@'—

Dr. Hansens Family Dentistry
1747 5. Heritage Lane Suite B203
Syracuse, Utah 84075
Spouse or Responsible Party Information
The following is for: [Jthe patient’s spouse [ the person responsible for payment

Name: Las Firsl M ==
Cmale O Female [ Married [ Single [ Child Other =
Social Security #: Birth Date:
Phone (Home): (Wark): Exi: _Best time to call;
Address: sl EC= PaEtmont £
iy = Staln Zi Coul
Employment Infurmatinn“
The following is for:  [lthe patient's spouse I the person responsible for payment
| Employer Name: Cccupation: !
Address: g
Insurance Information
PRIMARY
The following is for: [lthe patient's spouse [l the person responsible for payment
Mame of Insured: Lau Firsl_ i Is insured a patient?: [ Yes ClNo
| Insured's Birth Date: D #: Group #:
Insured's Address:_s Ciy Stite 2ip Gorln
Insured's Employer Name:
Address:_seen Gity Shale Flp Cordy
Patient's refationship to insured: [JSelf [ Spouse [cChid [ Other
Insurance Plan Mame and Address:
SECONDARY
The following is for: [l the patient's spouse [ the person responsible for payment
Name of Insured: Ls Firsl Mi Is insured a patient?: [l Yes [liNo
Insured’s Birth Date: [ B — Group #:
Insured’s Address:_ﬁgm__ City Siagp i Coda i
Insured’s Employer Name: |
Address:_see iy Stata Zatode f
Patlent’s relationship to insured: [JSelf [lSpouse [lchid [ Other '
| Insurance Plan Mame and Address:
Consent for Services
As a condilon ol your froatront by this offica, Enanclal srengements maist ba mada in advance, Tha practice dopands @pon roimbur frpsm by pttieens; for tha costs incurmed in thedir care and
lirseneial reGponsieity on the past of esch palsm miesd be determined balon treairmesnd E

| Bgram my ponmissicen Ly O your aEsgnes, 0 belephons ime &1 home o G0y eork 0 diecuss menors relssed o this foam,

Patients who cary dental Inpurance ndersiand that &l dentsl sarvices lrnished are chagesd drectly & the pationd and tha ha or sh is personally sespansbio lor payment of 28 dendal cendces. This
affice wil halp prepare By insurance forme of ow patients of asska i making coectons iom the rourance companes and will crsdit any such collieclions W paients account. Homawr, This denial |
affice cannat rerder servicas on tha pssumption that our changas will be paid in full by and neurance company.

A ipnice Chige ol 1 172 % por morih [16% per annem} on te unpakd baleoge will be sespssed- on Al eecolms axceecing sidy days from he dabe of pondco ks pomaclshy wihn nancial sr- |
rangpamants arm sadishiod, |

lurdestard that i b esimaby Eed Tor this dental care can only be axbonded bar 8 perod of S0 months roe 1ha dete of tha patin! Eoumlnabon,

e Eeration R tha profesaional senvices rendansd To me, 0r of Ty reques, by i Docioe, | sgren o pay thoredore tha reasonabie volue of said pandcis o said Doclor, of his assignes &l tha lne
snid porvices arp mndered, or wishin five [5) days of billing il credt shall be extendaed. | amher sgree tal the reasonable value of 2akd sendces shal De e belsd unlecs objecked t, by me, n wriling
within the tma for payment thareol. | frther sgres thad o wabsr of any brossch of ey fime o condgion horaundor sholl nod constiuin o wobver of oy furlbar tetm o condiion and §umiar agres i pay
afl cosls and mazonabla atiomeny Toes it ba inctituded hecstinder.

| have read the above conditions of treatment and payment and agree to their content,
Date: Relaticnship to Pationt: 5 i

Signature of patien], parant or guardian

Data: Relalionship fo Patient:




