

Josephs Family Dentistry				                       
Phone: 810-732-1450
3380 S Dye Rd. Flint, MI 48507
DevanteJosephsDDS@gmail.com

	Patient Information
Patient Name: _________________________________________________________________________Date: __________________
                               Last                                 First                                 Middle                            Preferred Name
Address: ________________________________________________________________________________________________________________________
                                         Street                                                                                      City                                                              State                                              Zip code
Birth Date: ________________ Social Security #: ________________________ Family Status: ___________________ Gender: __________
Phone #: (cell)__________________ (home)___________________ (work)____________________ Email Address: ______________________
Emergency Contact: Name_________________________________________ #: _______________________________________

Whom may we thank for referring you to our practice? ________________________________________________




	Insurance Information
Primary
Insurance Plan Name: ________________________  Name of Insured:_______________ Insured’s Birth Date: _______________ ID#: _______________________ Group #: _________________________ Patient’s relationship to insured: _________________  
Insured’s Address: ________________________________________________________________________________________
                                                         Street                                                                City                                                         State                                Zip Code                   Insured’s Employer Name: ____________________________________________________________
           
Secondary
Insurance Plan Name: ________________________ Name of Insured: _______________ Insured’s Birth Date: _______________ 
ID#: _______________________ Group #: _________________________ Patient’s relationship to insured: _________________  
Insured’s Address: ________________________________________________________________________________________
                                                         Street                                                                City                                                         State                                Zip Code                   Insured’s Employer Name: ____________________________________________________________

	Patient Consent & Payment Agreement

I, __________________________________ consent to treatment and accept responsibility for all charges resulting from services and goods in Dr. Josephs’ office on the day that they are delivered.
*** PAYMENT IS REQUIRED AT THE TIME DENTAL SERVICES ARE RENDERED***
In addition, if I am Guarantor for my spouse and/or children, I am responsible for all charges and dental services provided to them. All charges involving family or spouses as to who is financially responsible must be provided in writing to our office prior to their scheduled appointment.
If a dental insurance contract is being used, all insurance names, numbers, and coverages must be established prior to appointment or incurring any fees for service.

I understand that if my insurance requires co-pays and/or deductibles, those payments are due at the time or service. I understand that if I lose my insurance or if I am a patient without insurance that I am responsible for all of my dental expenses to be paid in full on the day of service. If I am the guarantor of my family I will also be responsible for all services rendered in Dr. Josephs’ office.                                
________ patient initials                                                                                                     

I understand it is my responsibility to confirm that Dr. Josephs is a participating provider under my policy. Further, I understand that my insurance company may not cover 100% of the services provided, in the case it does not cover 100% I will be responsible for the payment and any remaining balance.                                                                                                                                                                                      ________ patient initials

Check returned fee: I understand that in the event that my check is returned for insufficient funds, I agree to provide cash, money order or certified check for the full amount of the payment owed, in addition to a $30.00 returned check fee.                                    ________ patient initials

Your appointment time has been set aside for you. This time is unavailable to other patients. Therefore, we require at least 24-hour advance notice if you need to cancel your appointment. For all missed or cancelled appointments with less than a 24 hour notice you will be charged a cancellation fee. Appointment reminder calls are a courtesy. Should you not receive a reminder call, it is still your responsibility to remember your appointment.                                                                                                                                                                                      ________ patient initials                                        

I understand and accept full responsibility for payment of any fee(s) incurred in Dr. Josephs’ office if not covered by insurance. I hereby authorize the release of any dental information needed to process an insurance claim.

Patient Signature (or Parent/Guardian if applicable) ____________________________________________________________
Relationship to patient ___________________________________________________________ Date ____________________ 
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