
PATIENT REGISTRATION 
 

 
PATIENT INFORMATION     DATE________________ 
 
 
Patient Name______________________________________________ DOB_________________     
  Last   First    MI 
 
□ Male □ Female   □ Married   □ Single   □ Child   □ Other_______ 
 
 
Phone: (Home) ______________  (Work)_____________ext_____ (Cell)____________  
 
Address__________________________________________________________________ 
  Street    City  State  Zip 
 
 
Employer___________________________________ Occupation____________________ 
 
E-mail Address________________________________________   
 
 
RESPONSIBLE PARTY INFORMATION (If different from patient information) 
 
Name______________________________________   DOB ____________________ 
 
 Phone: (Home) ______________ (Work) ________________ (Cell)____________ 
 
 
 
 
CONSENT 
The undersigned hereby authorizes Doctor to take x-rays, study models, photographs, or any other diagnostic 
aids deemed appropriate to make a thorough diagnosis of the patient’s dental needs. I also authorize Doctor to 
perform any and all forms of treatment, medication, and therapy that may be indicated in connection with  
(Name of Patient) _____________________________and further authorize and consent that Doctor choose and 
employ such assistance as deemed fit. I also understand that the use of anesthetic agents embodies a certain risk. 
 
Patient or Responsible Party  
 
Signature __________________________________________ Date _________________ 
 
Relationship to Patient _______________________________ 
 
 



 
PHILIP D. WRIGHT, DMD PLLC 

_______________________________________________________________________ 
Acknowledgement of Receipt 
Of Notice of Privacy Practices 

 
Patient Name: _________________________________________________ 
 
I have received a copy of the Notice of Privacy Practices for the above named practice.  
 
_______________________________         _____________________ 
                      Signature                                                    Date 
 
 
 

For Office Use Only 
 
We were unable to obtain a written acknowledgement of receipt of the Notice of Privacy Practices 
because: 
 

 An emergency existed & a signature was not possible at the time. 
 
 The individual refused to sign. 
 
 A copy was mailed with a request for a signature by return mail. 
 
 Unable to communicate with the patient for the following reason: 

_____________________________________________________ 
 

 Other:________________________________________________ 
            ________________________________________________      
 
Prepared By __________________________________________ 
 
 
Signature      __________________________________________ 
 
Date          __________________________________________   
 
 
 
 
 
 
 
 
 
 
 
 
 



WELCOME! We are delighted to welcome you to our practice and are pleased that you chose us to
serve your dental needs. Our dental staff is committed to providing you with the best care possible. We
believe the more you know about our practice and financial policies, the better we can serve you. Please
initial each paragraph below, in the provided space after reading.
FINANCIAL POLICY

_____If you do not have dental insurance, payment is due at the time services are rendered. For those
procedures requiring multiple appointments, we request that half of the fee be paid when treatment begins,
and the remaining half will be due upon completion of the treatment. We do not offer payment plans. For
your convenience, we accept Visa, MasterCard, check, and cash. A $25 fee will be charged for any checks
that are returned for non-sufficient funds.

_____Any account balance remaining unpaid after 60 days, will I incur interest at the rate of 5% per
month. If the balance remains unpaid after 90 days, the account will be turned over to a national
collection agency, or to an attorney for collection. In the event the account must be turned over for
collections, the patient/guardian will incur these fees.
DENTAL INSURANCE

_____As a courtesy to our patients, we will gladly file your primary dental insurance for you. If you are
planning to file with a secondary policy, we will be happy to provide you with the necessary information to
do so. Please keep in mind that your insurance is a contract between you, your employer, and your
insurance company and we are NOT a party to that contract. Our relationship is with you, not your
insurance company. For those procedures requiring multiple appointments, we request that one-half (1/2)
of the fee be paid when the treatment begins, and the remaining half will be due upon completion of the
treatment. We will accept pre-authorized claims as the second half of payment. Failure of your insurance
company to reimburse or respond within 30 days will result in us billing you directly. Once payment
on your claim has been received, it is your responsibility to pay any remaining balance on your
account. Account balances that remain unpaid after 60 days will incur interest at the rate of 5% per
month. After 90 days, any outstanding balance will be turned over to a national collection agency or
to an attorney for collection. In the event that an account must be turned over for collections, the
patient/guardian will incur any reasonable attorney fees.
APPOINTMENTS

____OUR OFFICE REQUIRES 24 HOURS NOTICE IF YOU ARE UNABLE TO
KEEP YOUR APPOINTMENT. FAILURE TO DO SOWILL RESULT IN A $50
CHARGE PER HOUR AS SCHEDULED. DUE TO OUR OFFICE BEING
CLOSED ON FRIDAY, THURSDAY IS CONSIDERED THE “24 HR. NOTICE
PERIOD” FOR ANY APPOINTMENTS SCHEDULED ON AMONDAY. AFTER
THREE (3) FAILED APPOINTEMENTS (INCLUDES “NO-SHOWS” AND
CANCELLED APPOINTMENTS WITHOUT PROPER NOTICE), YOUWILL
BE DISMISSED FROM THE PRACTICE.

** This is to certify that I, the undersigned, agree to accept full responsibility for the payment of all fees. I
have read, understood, and agreed to the Financial Policy stated above, and know that it may be revised at
any time.

Patient/Guardian Signature Date



 



 


