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Web Search Kroger Carts
Family/Friend Smile America

First Name:_________________________________ Middle Initial:______________________
Last Name:______________________________ Preferred Name:______________________
Address:___________________________________________________________________
City:__________________________ State:_____________ Zip Code:__________________
Cell Phone:____________________________ Work Phone:__________________________
Sex: Male Female
Marital Status: Married Single Divorced Separated Widowed
Date of Birth:_______________ Social Security Number:_____________________________
Email:_____________________________________________________________________

Preferred Pharmacy Name:_____________________________________________________
Address:___________________________________________________________________
City:________________________ State:______________ Zip Code:____________________

Web Search Kroger Carts
Family/Friend Smile America

Other:____________________________________________________________________

Name:________________________________ Relationship:__________________________
Phone:_____________________________________________________________________

PATIENT INFORMATION

PHARMACY INFORMATION

HOW DID YOU HEAR ABOUT US?

EMERGENCY CONTACT



Pregnant? Taking Oral Contraceptives? Nursing?Yes No Yes No Yes No
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AIDS / HIV Positive
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FINANCIALAGREEMENT
This agreement is to inform you of your financial obliga�on to our prac�ce. We are commi�ed to providing you with the highest
quality dental care using only the best material and technology available in the market today. We are also commi�ed to
providing you with up-to-date informa�on and educa�onal tools so that you may fully par�cipate in maintaining op�mum oral
health. This financial agreement is intended to facilitate our ability to provide excellent service to you while minimizing our
administra�ve costs.

All charges you incur are your responsibility regardless of your insurance coverage. We must emphasize that as your dental care
provider, our rela�onship is with you, our pa�ent, not with your insurance company. Your insurance policy is a contract
between you, your employer and the insurance company. Our office is not a party to that contract.

As a courtesy to you we will help you process all your insurance claims. In order for our office to file your insurance claim, you
must bring a completed dental insurance form or proof of insurance to your appointment.

Your es�mated co-payment for treatment, which is the amount not covered by your insurance, is due at the �me service is
provided. Your co-payment may be adjusted a�er the �me of service depending upon the final reconcilia�on of insurance
payments. Our office accepts cash and most major credit cards. Outside financing is available through CareCredit upon request
and approval.

Please do not hesitate to ask if you have any ques�ons regarding this financial agreement. We are commi�ed to providing you
with the most posi�ve experience in dental care.

Our goal is to help you maximize your dental insurance benefits. As a courtesy, we are happy to bill your dental plan for
services. When we call on your insurance and verify benefits it is not a guarantee of payment by the insurance company and
may vary according to your individual plan when the actual claim is submi�ed.

Any treatment plan that our office proposes to you is an es�mate of what your insurance coverage will be, it is not a guarantee.
If you need exact payment of benefits, then a pretreatment is required, which could take up to 6 weeks. I predetermina�on s�ll
does not guarantee payment.

Please remember that the contract itemizing your dental benefits is between you, your employer, and your insurance company.
Regardless of coverage, your es�mated co-payment is due in full the day of treatment. If you plan does not pay within a
reasonable �me, you must pay any outstanding balance and seek reimbursement from your dental plan. Also remember, dental
insurance plans are not designed to cover all of your dental needs.

I have chosen to allow Encore Den�stry to file my insurance and accept full responsibility for this account and for all den�stry
performed upon myself in this dental office. I understand it is my responsibility to be aware of what type of dental plan I have. I
also understand this office cannot guarantee my insurance company will cover all services rendered and it is only an es�mate of
benefits.

Print Name of Pa�ent or Responsible Party

Signature Date
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