Tracy Dental Excellence

Patient Information (confidential)

Name DOB Home Phone
Address City State zip
Email Cell Phone

Check Appropriate Box C Minor o Single o Married © Divorced - Widowed 1+ Separated
Wham may we thank for referring you?

Person to contact in case of emergency Phone

w ?ury |Re\aﬂunship 1o Patient:

Namme of person Responsible for this Account if not self

Insurance Information

Relationship to Patient:

Name of Insured

DOB S54

Name of Employer Union/Lacall
Address of Employer Work Phone

Insurance Company Groupi Policy/IDA

ins Co Address city State zip

[0 you Pave aditlional Insurance? |

2nd Insurance Information |R.Elilmnshlp ta Patient:

Name of Insured

DOB S5t
Name of Employer Union/Locaif

Address of Employer Work Phone

Insurance Company Group# Policy/1D

Ins Co Address City State Zip

Reloase:

1 autharize the Dentist to perform diagnostic procedures and necessary treatment for proper

dental care. | authorize the release of any mfnrmmn congerming my {or my child's) heafhcare, e and

treatment provided for the purpose of evaluatl of fits and/or

to be provided to anather Dentist. | hereby autharize payment of insurance benefits directly to the Dentist. | understand
that my dental insurance carrler, or payor of my dental benefits, may pay less than the sctual bill for services

| understand | am financially responsible for payment in full of all accounts

Patient/Guardian Signature Date



