ROCHESTER
‘ DENTAL CLINIC

e Pediatric Confidential Information Questionnaire

Patiant's Legal Mamse Last First 8] Date of Birth Social Security # (Last Four Digits)
Person responsible for account Home Phane # Work Phonef Cell Phone &
Fatient's Address Street Apt & City State fip Ernail

Insurance and Financial Infarmation

Fatient's relationship to subscriber Subscribers Marmse Subscribers birthoy

Subsoriber's 55N ar Inswrance 1D # GroupProgram # Emplayer

Insurance Coverage? ¥es O Mo Wsurance Company’s Name Insueance Address Insurance Phane Number

Emergency Contact Information
Farson we may contact in case of an emergency {other than your family home)

Hame Relstionship

Homse Phane Humber Wark Phone Kumbsr Coll Phane Mumher

Request for Confidential Communication
Bs miy dental care provider, you may do the following with my permission

fes Mo Yes Mo
Contact me at home O ) Contact rive ia tent 0 0
Contart me via cell phane o o Comtact me via email o o
Contact me at wark O O

Assignment & Release
| herebry authorite my insurenoe Benelits 1 be paid drectly 1o the dentists, | am Tinancially responsible for any Balance due and autherize the
dentists to release any infoemnation far claims, | autharize that my records can be usad by the doctar i they so datemning. In consideration of
the services rendered ko me by the dental office, | am abligated ta pay said affice in acoardance with #s credit terms and pakicy.

| consert 1o makng of wideotapes, photographs, and =-rays before, during, and after trestment to be used by the doctor in scientdic papers,
dempnatrations, pressmtations, lasboratory communication and or social media which includes but is not limited to their Fac=hook page.

The=s vidans will not be use for atfer commssecdal purposss. Theds images will Badomse proparty of my dantal recand

I certify that | have read or had read ta ma the conterts of this form and da realize the risks and Emitatons involwed

Parert/Guardian Signatura (patient under 18) Date




Imsurance Company’s Name Irsuranos Claims Address Inswrance Phone Murnber

sell 0 spouwse [ Depandant [
Suhsoniber’s Name Pament's refationship to subscriber Subscriber's Birthday

Subeiribars 55N ar Insurance 1D M

Emergency Contact Information
Person we may contact in case of an emergency (other than your farmily home)

Name Relationship

Home Fhone Burmber wiork Phane Mumber Cell Phone Mumber

Request for Confidential Communication
A my dental care provider, you may do the following with my permisdion

Contact me at hosme
Contact rme via cedl phone
Contact ma at wark
Confact me via text

Contact re via email

o oo o oQg =
oo ooo =

Assignment & Release

| heretry authorize my irsurance benefis to be paid directly to the denbizgs. | am francially responsible for any balance due and authcrize the
dentts to nebease any Flirmation for daimes. | authorize that rry records can be used by the dactor if they so determine. In considerstion of the
servioes rerclened 1 e by the dental offics, | am ckigeted o pay said offios in accardance with its cradit terms ard palicy

| consent bo making of Wdeotapes, photograpns, and x-rays before, during, and after treatment ta be used by the doctor in sclentific papers, demaon-
straticns, presentations, laboratory communication and or sodal media which indudes but is not limited to their Facebook page. These wdeos will
not be use for cther commerdal purpesss. These mages will become property of my dental record,

lceriify that | have read of had reqd to e the contents of this Torm and da realize the rigks and limitatians insahed

Fatient Signature Date Witness [ate

Parent/Guardian Signature |patlent under 18) Dt




