








PATIENT INFORMATION


Name:										  Birth Date:                                          


Address:	                                                                                                 .					  	                                                                                                 .		


City, State, Zip Code:		                                                                          .	


Home #:	                   		                              Work #:					           	      .


Cell #:                                                                    Email Address:                        				      .


Employer: 					            Occupation:						      .


If patient is underage, please list parents’ names:								      .


Marital Status:     Single      Married       Other                                    





EMERGENCY CONTACT


Name:								  Relationship To Patient:			      .


Phone #:							.


								                   


                  





REFERRAL 


Dentist’s Name:				            Who referred you to our practice?                                   .


Reason for today’s visit:											      .








My signature indicates I have read the above, provided accurate information and agree to pay for the services provided by David M. Dugan, D.D.S., M.D., P.C.





Signature:								Date:





David M. Dugan, D.D.S., M.D., P.C.





INSURANCE


Do you have Dental Insurance?      Y      N        Policy Holder:						      .


Secondary Dental Insurance?         Y      N


Do you have Medical Insurance?   Y      N        Policy Holder:						      .


This office does not bill insurance directly for appointments. We are happy to provide all the information necessary for you to submit a claim to your insurance company for reimbursement. Please be sure to request this information as you check out. Thank you. 





FINANCIAL 


Who will be responsible for today’s charges?								      .


Address:								      Phone #:                                              .


           .                                                                                                  .


In order to facilitate today’s checkout, please circle the method of PAYMENT IN FULL for your visit:


      Cash         Check #   	            VISA           MasterCard          Discover	   CareCredit


         (There is a $50 fee for all returned checks)                                                                    (If you are interested in CareCredit, 


 			              		            please ask for an application prior to visit)





Office Use Only:  Change in Insurance?		Yes			No	      Date:


										








