
[bookmark: _GoBack]Patient Information & Consent Form 
Date: ________________________ 
Please GIVE THE RECEPTIONIST your Insurance card and Driver’s License or other form of ID to be scanned into your patient file. 
Name _____________________________________________ Date of Birth _______/_______/_______ 
Address: _______________________________________________________________________________________ 
*Social Security#(needed for insurance claims)____________________________Person Financially Responsible______________ 
Home # ____________________________________ Cell Phone # _________________________________ 
Permission to leave a message on your Home # Yes or No ___________initials 
Permission to leave a message on your Cellular # Yes or No ___________initials 
Email Address _______________________________________ Email Reminders and Statements: Y or N 
(Note: E-mails are password protected, they are not encrypted) 
Emergency Contact __________________________________________ Relation to Patient____________________ 
Emergency Contact Phone Number___________________________________________________________________ 
Patient’s or Guardian’s Employer Name: ___________________________________________________________ 
Who can we thank for referring you to us? _________________________________ 
Dental Insurance Information 
Primary Dental Insurance _________________________________ Group # _______________________________ 
Policy Holder Name:__________________________________Policy Holder’s Employer:______________________________ 
Policy Holder’s Social Security #* _______________________ Policy Holder’s Member ID: ___________________________ 
Policy Holder’s Date of Birth: _____/______/_____ 
*Insurance claims cannot be submitted without the Policy Holder’s Social Security Number. If patient refuses to release this information, full fees will be collected at time of service and patient will be responsible for submitting insurance claim. 
Notice of Privacy Practices 
I acknowledge Albright Dental Practice’s Notice of Privacy Practices (HIPAA) Law for myself and my dependent children. 
Signature: __________________________________________ Date: __________________________ 
_______________________________________________________________________________________________ 
I have been made aware that Dr. Albright’s Cancellation Policy for appointments requires 48 business-hours notification. Failure to cancel within that designated time results in a $50.00 missed appointment fee. 
Signature: __________________________________________ Date: ___________________________ 
_______________________________________________________________________________________________ 
_______________________________________________________________________________________________
