
Patient Name:_____________________________________________________________________	 Date:________________
                                                   Last                                First                                      MI
 Social Security Number _______________________________	 Birth Date:_____________________  	  h Male    h Female

Phone:______________________________ 	 Work #:_________________________ 	 Cell:______________________________

	 Address: ____________________________________________________________________________
                                                                                                               Street                                                       Apartment#
       
	 ____________________________________________________________________________________
                                                                                 City                                             State                                          Zip Code
	
	 Employer________________________________	 Position:____________________________________

	 Employer Address: ____________________________________________________________________
	
	 Spouse’s Name:______________________________	 Spouse’s Phone#:__________________________

	 Patient email (optional):_ _______________________________________________________________

	 Person to contact in case of emergency:____________________________________________________

	 Emergency Contact Phone #: ____________________________________________________________

h Married
h Single
h Child
h Other

PATIENT INFORMATION

Revised 2.13.18

Name:___________________________________________________________________________	 Date:________________
                                                   Last                                First                                      MI
 Social Security Number _______________________________	 Birth Date:_____________________  	  h Male    h Female

Phone:______________________________ 	 Work #:_________________________ 	 Cell:_____________________________

Address: _______________________________________________________________________________________________
	
Employer___________________________________________________	 Position:____________________________________

Employer Address: _______________________________________________________________________________________

RESPONSIBLE PARTY INFORMATION (IF OTHER THAN PATIENT)

INSURANCE INFORMATION

The patient (or parent/legal guardian if the patient is a minor) will be responsible for the entire balance of the account regardless 
of  insurance coverage.  As a courtesy to you, we make every effort in obtaining your insurance benefits that may be available,
however it is your total responsibility to know your insurance plan and coverage. Simply Dental will not be responsible for any 
balance(s) unpaid by insurance, regardless of the reason/circumstance. We will file insurance claims for you provided we can 
receive verification and a break down of benefits from your insurance carrier prior to treatment.  Once verification is received, we 
will calculate your out of pocket expense based on the information provided  from your insurance company and our past experi-
ence with them.  We will collect your estimated out of pocket expense at the time services are rendered.  Once the actual insur-
ance payment has been received, we will bill or refund you any difference.  Although we will file claims for you as a courtesy, 
your entire balance is your responsibility and begins aging at the time services are rendered.  If insurance payment is not received 
within 30 days of your treatment, you will be billed and the balance will be due upon receipt.

Name of Insured:______________________________________________________Is insured a patient here?  h YES     h NO

Insured’s Birth Date:___________________________	 ID#:_____________________	 Soc. Sec #_________________________

	Insured’s Address:_ ______________________________________________________________________________________

Insured’s Employer: _______________________________________________________ 	 Work Phone:____________________

Patient’s Relation to Insured     h Self     h Spouse     h Child     h Other     h Ins. Group#___________________________

Insurance Company Name:_____________________________________ 	 Phone #:____________________________________

Insurance Address:_______________________________________________________________________________________



Revised 2.13.18

How did you hear about our office?  h Sign        h Advertisement        h Location        h Google        h Other Internet Search

h Another patient:____________________________________ 	 h Another Doctor: ___________________________________

Other:_ _________________________________________________________________________________________________                              

REFERRAL INFORMATION

I,_ _________________________________________________________________, have received and/or reviewed a 
copy of Simply Dental’s health information privacy policies and procedures.

	 ________________________________________________________________________________________________
                                           Signature of Patient, Parent or Guardian                                                                  Date

I give my permission for you to share my protected health information with the following person(s):

	 ________________________________________________________________________________________________

	 ________________________________________________________________________________________________
                                                           Patient’s Signature                                                                                   Date

Acknowledgement of Receipt of 
HIPAA

(Health Insurance Portability and Accountability Act)
for 

Simply Dental

CONSENT FOR SERVICES

As a condition of my treatment by Dr John Clauss and his staff in this office, I understand that payment in full is due at the time 
services are rendered.  I may pay with cash, personal check (upon approval), Visa, Mastercard, Discover, American Express or 
Care Credit.  I understand that all emergency dental services or any services performed after regular business hours must be paid 
in cash.  A service charge of 12% per month will be charged on the unpaid balance of any account exceeding 60 days in aging 
regardless of insurance coverage.

I understand that this office has the right to charge me ($39.00) for failure to keep a scheduled appointment or for canceling 
an appointment without 48 hours advance notice.  We cannot accept cancellations or changes in regards to any appointment 
through email.  A phone call to an office team member is expected should you need to make a change or cancel an appointment.  
I understand that I will be charged a fee of $20-$30 for the duplication and/or transfer of my dental records to myself or third 
party.

I understand that the fee estimate listed for any dental  treatment is only an estimate and can only be extended for 90 days from 
the date of the estimate.  I also understand that due to the nature of dental care, unforseen problems may arise during treatment, 
which may cause fees, or treatment to change.  

In the event that my account becomes delinquent, I understand that future treatment will be delayed until the balance has been 
paid.  I also understand that I shall be responsible for attorney fees, collection agency fees and costs of collections (30% of the 
unpaid balance), court costs, and/or other expenses and fees if my account(s) become delinquent. Delinquent account balances 
are the sole responsibility of the patient or the patient’s guarantor, regardless of any divorce decree or court order regarding  
payment of dental bills.

I grant my permission to you and your assignee to telephone me at home or work to discuss matters related to this form.

Signature of Patient/Parent/Guardian__________________________________________ 	 Date:_________________________
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