
              Today’s date: 

Registration and Medical History 

PATIENT INFORMATION 

Patient’s last name: First: Middle: 
 
Mr. 
 
Mrs. 

 

Marital status Single / 
Married / Divorced / 
Separated / Widowed 

  

Please send 
appointment 
reminders 

to: 

Mobile phone #: 
 
 
 
____________________ 

 

Email Address: 
 
 
 
________________________________________ 

Birth date: Sex: 

  Yes  No  Yes  No        /          / 
 M 
 F 

Street address: Social Security no.: Home phone no.: 

  (          ) 

P.O. box: City: State: ZIP Code: 

    

Occupation: Employer: Employer phone no.: 

  (           ) 
I chose this office because (please check all 
that apply): 

   
 Insurance 
Plan 

 Radio 

 
Family  Friend 

 Close to 
home/work 

 Billboard  TV   

Other family members 
seen here: 

 

 
INSURANCE INFORMATION 

Subscriber’s name: 
Subscriber’s S.S. 
no.: 

Birth date: Group no.: Policy no.:  

         /       /    
Patient’s relationship to 
subscriber: 

 Self 
 
Spouse 

 
Child  Other  

 
IN CASE OF EMERGENCY 

Name of local friend or relative (not living at 
same address): 

Relationship to patient: 
Home phone 
no.: 

 

  (          )  

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid 
directly to the practice. I understand that I am financially responsible for any balance. I also authorize 
Smile Design Centre or insurance company to release any information required to process my claims. 

     

 Patient/Guardian signature  Date  

 







 
Welcome to the Smile Design Centre! Thank you for choosing our practice for all of your dental needs and 
wants.  Dental treatment is very important to your health and should not be postponed by financial 
concerns, so our collection policy is based on an open and honest discussion of our pricing and financial 
arrangements made in advance. Our philosophy is to make dentistry affordable to everyone, and we hope 
this helps you make us your dental home. For your convenience, we offer the following financial 
arrangements: 
 

1. We accept Visa, MasterCard, Discover, American Express, and Care Credit. 
2. An 8% discount will be given for check or cash payment 3 days prior to beginning any 

treatment that is over $250. 
3. A 5% immediate payment courtesy will be given for treatment over $250 when paid in full 

by cash or check on the day of treatment. 
 

DENTAL INSURANCE: 

We are considered an in-network provider for most PPO networks. Please ask a business team member to 
confirm participation with your individual policy. 

FINANCIAL RESPONSIBILITY: 

I/We agree and personally guarantee, in consideration of services and materials provided by Smile Design 
Centre to be responsible for payment in full of the dental bill. Collection procedures began by statement 
sent in 20 day cycle, followed by telephone activity at 60 days delinquent, and if the account reaches 90 
days past due Transworld Systems (third party collection agency) promptly seizes the account.  In the 
event that this matter is turned over to Transworld Systems, I expect to pay a flat rate of $50 in addition 
to the original amount. ACKNOWLEDGEMENT SIGNATURE _____________________ 

A PATIENT’S APPOINTMENT RESPONSIBILITY: 

We make every effort to schedule your treatment at a convenient time.  When your dental needs are 
diagnosed, if left alone over time, they only get worse.  Therefore, it is very important that you keep your 
appointment as scheduled.  Most of our patients are very understanding of how short notice appointment 
changes affect other patients of our practice, therefor we do request a 48-hour notice if you need to 
make appointment changes.  Our policy concerning canceled or failed appointments is as follows: 

 A patient with an appointment must call at least 48 BUSINESS hours in advance prior to 
canceling or rescheduling their appointment time. 

 Short notice(less than 48 hours) cancellations and/or rescheduling can result in a charge of $50, 
which will be billed directly to you. 

 With two short notice appointment changes within a 12-month period of time, we will require you 
to hold your next appointment on a credit card. 

 After the THIRD cancellation or failed appointment within a 12-month period of time, we will 
provide treatment 30 days on an emergency basis only.  At that time, we will give you the 
opportunity to find another dental office. 

 

________________________________     __________      ________________________ 

Responsible Party’s Signature                    Date   Authorized  Signature 



 
AUTHORIZATION FOR INSURANCE SUBMISSION, HIPPA POLICY RECIEPT 
 
I hereby authorize the Smile Design Centre to affix my name to any and all claims or 
documents as related to any and all health benefits due me and my dependents. I hereby 
authorize payment of medical or dental benefits otherwise payable to me, directly to the Smile 
Design Centre.This “Signature On File” will be valid from this date. A photocopy of this 
document may act as an original. I understand by signing this form, I will consent to your use 
and disclosure of my protected health information to carry out treatment, payment activities, 
and healthcare operations. Your office will continue to use my health information in some of 
these ways: by calling me by my first and last name from your waiting room, by mailing me 
reminder appointment cards with reason for visit, and by calling to confirm appointments, as 
described in our Notice of Privacy Practices. 
OTHER ADULT(S) WHOM APPOINTMENT AND/OR PROTECTED HEALTH 
INFORMATION MAY BE RELEASED 
 
 
 
_______________________________________________________________________ 
Name(s) for information to be released (if none, please specify) 
 
 
I have received a copy of this office’s Notice of Privacy Practices on this date. 
 
 
________________________________                           _______________________ 
Signature                                                                      Date 
PARENT AND GUARDIANS OF MINOR CHILDREN ONLY 
 
 
I, being the parent or guardian, do hereby request and authorize the dental staff to perform 
necessary dental services for my child, but not limited to x-rays, and administration of anesthetics 
which are deemed advisable by the doctor, whether or not I am present at the actual appointment 
when the treatment is rendered. I also do hereby authorize the following named adults’ authority to 
make dental care decisions and receive information for the above-mentioned minor in my absence: 
 
________________________________                              ______________________ 
Signed                                                                             Date 
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