
“Thank you for helping us raise the Barr in dentistry! We will strive to provide 
you with the best possible dental care. To help us meet all your dental needs, 
please take your time to fill out this form completely. If you should have any 
questions, please do not hesitate to ask. We will be happy to help.” 

 

Patient Information (Confidential)  

Date _______________ Gender____________ SSN_______-_____-_______Age_______ 

Name _________________________________ Birthday_________________Home Number______________________ 

Address________________________________________City_________________State___________Zip_____________ 

Employer______________________________________Work Phone_________________________________________ 

Spouse or Parent’s Name___________________________Emergency Contact__________________________________ 

Whom may we thank for referring you?________________________________________________________ 

Email Address: ______________________________ Texting:  Yes____ No____ Cell#_____________________ 

(This is how we will confirm your appointments) 

Responsible Party 

Person responsible for account__________________________________Relationship to Patient____________________ 

Address_____________________________________________________Phone Number__________________________ 

Birthday___________________________ SSN_________-_______-_________ 

Insurance Information 

Name of Subscriber_________________________________Relationship to Patient______________________________ 

Subscriber’s birthday__________________SSN or ID#______________________________________________________ 

Name of Employer_____________________________________________Work Number__________________________ 

Insurance Company_________________________Group#_____________________Phone________________________ 

Insurance Company Address________________________________City_______________State______Zip____________ 

Do You Have Additional Insurance?   Yes_______ No _______ If yes, please complete the following: 

Name of Insured____________________________________Relationship to Patient______________________________ 

Insured’s birthday_____________________SSN or ID#______________________________________________________ 

Name of Employer_____________________________________________Work Number__________________________ 

Insurance Company_________________________Group#_____________________Phone________________________ 

Insurance Company Address________________________________City_______________State______Zip____________ 



                                                       CASH – CHECK – VISA – MASTERCARD  

                                            AMERICAN EXPRESS – CARE CREDIT 

 

Payment in full is due at the time services are rendered. 

INSURANCE 

Your insurance is a contract between you and the insurance company and it is your responsibility to know your 

insurance benefits. 

As a courtesy we will bill both your primary and secondary insurance companies. We will submit your claims and assist 

you in any way we reasonably can to help get your claims processed. In order to do this, we must receive all the 

information necessary to bill. If the information is not supplied, you will be billed, and payment in full will be your 

responsibility and will be expected within 30 days or receipt of statement. 

RETURNED CHECKS 

Any checks returned to our office due to non-sufficient funds (NSF) will be charged a fee of $35. 

LAST MINUTE CANCELLATIONS OR MISSED APPOINTMENTS  

Our practice is dedicated to quality care and exceptional service. We respect the importance of your time and work very 

hard to schedule appointments that accommodate the busy scheduling needs of all out patients. In return, we ask that 

patients make every effort not to change reserved dental appointments. Also, missed or broken appointments interfere 

with your dental treatment. If an appointment needs to be changed, we require at least a 48-hour notice so that we may 

accommodate other patients. If a patient cancels an appointment with less than 48-hour notice, two times, the patient 

will be placed on the “quick call” list. Being on the “quick call” list means our office will do everything to help the patient 

get scheduled if there is a same day cancellation on the schedule. Unfortunately, no advanced appointments will be 

made for these cases.  If a patient confirms an appointment and no shows, the patient will be placed on the quick call 

list. If an appointment is made from the quick call list, and the patient does not show, no further appointments will be 

made for that patient. 

PAYMENT 

As a patient, or legal guardian of a minor patient, I have read and understand the financial policy stated above. I agree to 

pay, promptly and in full. Any amounts due to the provider, including any amounts due for non-covered or services 

above the maximum allowed amount that are not payable by the insurance.  

Other payment options and payment plans may be available upon request. 

I (we) herby authorize Barr Family Dentistry to furnish my (our) Insurance Company (Companies) all information 

required concerning my (our) dental care. I herby assign to Barr Family Dentistry, all payments to which I may be entitled 

for dental expenses and do hereby direct that payment for such expenses be paid directly to Barr Family Dentistry. 

___________________________________________________________________________________________ 
Signature of Patient or Legal Guard       Date 

Print Name _____________________________________ 



 


