Garrison Family Dentistry
F.CL Boy 565

Flat Rock NC 28731

Patient Information

Flease take a moment o enter or update your infarmation to halp us ansure the quality of your care is excellent.

Chart 2. |
FOR OFFICE WSE CHLY
Patienl Hamu:l | - | | ! |
= Lasl Fist ral Frefarred Mame
Title: | | Gender: () Male () Female  Family Status: (_) Married () Single (_) Child (_) Other
B M sfArsalc
Birth Date; | | Prew visit| | Email Address: | 5 !
Phone: i | | = Ted Best time to call: |
Fare Wk Exl Mkl
Mddregs: | == =il | | : B ___|
| ) gl | |
ity Stabe Zp Code
Social Sacurity Numkboer,
: £ ._|
Prafarrad appointmeant limes:

[ Mon [ Tue || wed | Thur || Fri l] 5a

L Marning || Afterncon || Evening | Any time




Garrison Family Dentistry:

Elat Rock MG 20731

denialimgarrisonddeneat
namsanfamilydentising.com

Whorm may we thank far raferring you o eur practice?
|| Dental Office D'ﬁ"all-:rw Pages D Internet

|__—.| Mewspaper D Schoal L__]wm
|__| Cther (name balow):

bBlame af person, affice, or other sourcs raferming You 1o aur praclice:




Garrison Family Dentistry

dentalim@garrsondds net
garrisoniamilydentistny .com

Spouse or Responsible Party Information

The following is for: [ | the patients spouse || the person respensible for paymenl ||  neilher-not applicatle

" i 1 r |

-
Mame: [ | —
Laat Eir=1 Ml Profeered Mama

Tile: | | Gender"() Male () Female Family Status:” () Married () Single () Child (_J Other
MEMsirsiale

Birth Date:*| | Ermail Address: |
Phone:" | (e TS| | Besttime o call i |

Homa Wark Ext Mobde

Addrass:” |_

Sy : St Zip Coda

Employment Information

The following is for: || thepatient | | the persen responsible for payment

Employer Name: | 3 = = | Phone: |

Mdress:| ) || B ]
|

| _ ' 0|

Cily Siata Zip Cade




Garrison Family Dentistry
.0 Box 36

deniai@garrisonddsinst
garrsonfamilvdantisin com

Primary Insurance Information

Primary Dental Insurance:

I
Mame of Insured: | : | _ | |
Last First M

Insured's Birth Date: | | D# | : | Graup &, |
Insured's Address: |_ | |__ |

Cily Skale Zip Cran

Insured's Employer Mama: | . - |

Emplayer Address: | i J |
= ' A= :
Cily labe Zip Cae
Pafients relationship to insured: () Self () Spouse () Child () Other

Insurance Plan Mame: |

Inswanna.ﬁddm.ss:| _ _| | !
I . Ak ) |

City Stabe Zip Crode

Primary Medical Insurance:

Mame of Insungd: | I |_—|
Lasl Firgl Rl

Patient’s relationship to insured: O Self (:3 Spouse U Child I:r Olher

Insurance Plan Name: |




Garrison Family Dentistry
P.0. Eox 369
Flat Rock WG 28734

(BZR)693-6555

dantali@gamisondds net
garsonfamilydentistne.com

Secondary Insurance Information

Secondary Dantal Insurance:

Mame of Insured: | | :_ | |
= L =

Last Firsl 1l
Insured's Birlh Date: | | ID# | | Group #, |
Insured's Addrass: | = | |_ : !
| i 0| i 2
City Stale Zip Code

Imsured's Emplayer Mame: | |

Employer Address: |
| _ _ JL 11 " |
ity Stalo Zip Code
Palient’s relationship 1o insured: D Self () Spouse ﬂ Child (:1 Qther

Insurance Plan Mame; | |

Insurance Addrass: i. =
iy ' = Stale Zip Code
Secondary Medical Insurance:
Mame of Insurad: | | |
Lasl Firgl M

Palient's relationship toinsured: () Selfl () Spause () Child () Other

Insurance Plan Name: |




Garrison Family Dentistry
P.O1 Box 364
Flat Rock NG 28731

(B2B)BO3-555

dental@garrisondds. net
pamiscofamibydentls

Consent for Services

A3 a condilion of treatment by this office, financial arrangements must be made In advance. The praclice depends upon
raimbursement from patients for the costs incurred [n thair care. Financlal responsibilily an the part of each patient must
be delermined before treatment.

All emergancy dental zervices, or any dental senvices perfarmed without previous financial arrangements, must be paid
for in cash al the lime services are performed wnless ather arrangements are mada.

Fatients wilh dental insurance understand that all dental services ara charged direcily 1o ihe patient and that he or she is
personally responsible for payment of all dental services, This office will help prepare the patient's insurance forms or
assist in making colleclions from insurance companies and will credit any collections Lo he patient's account. However,
this dental effice cannot render services on tha assumpticn thal cur charges wil ba paid by aninsurance company.

A service charge of 1% per manth (18% per annum) on the unpaid balanco will be charged an all accounts exceeding 60
days, unless previowsly written financial arrangements are satisfiad,

| understand that any fee astimate for this dental care can only ba axtanded for 2 period of six months fram the date of
the patient examinalion.

In consideraticn for the profassional services rendered o me by this praciice, | aqrea o pay the charges for the services
at the time of treatmant, or within five () days of billing if credit is exended, | further agree that the charges for services
shall ba as billed unless objected to, by me, in writing, within the time payment is dua. | further agreg thal a waiver of any
breach of any fime or condition hereunder shall not constitute a waiver of any further term ar condition and | furlher agres
Lo pay all costs and reasonable attomey foes if suit be instivled hereunder,

Igrant my permisslon o you or your assignee, Lo lelephona me to discuss this statement o my ireaiment,
||| have read the above cendilions of treatment and payment and agres to their contert.

Signature of patient, parant, or guardian (respansible party):

Signature: Date: |

Relationship lo Patiand:

Fesponss Date: | i




