
Status:      Child  / Adult         Single         Married        Divorced        Widowed

Please fill this form out completely. Each question is important. If you have any questions please ask.  Thank You! 

I, (name of insured)   _______________________________________ hereby authorize ( Insurance Company )   _________________________________________
to pay and hereby assign to Allen Dental all dental benefits, if any, otherwise payable to me for their services as described on the attached forms.

Date _______________Signature of Covered Person / Patient _____________________________________________________

I understand I am financially responsible for all charges incurred for the dental treatment provided.  Accounts aged over 60 days, interest will be charged at a rate
of 1.5% monthly.

Signature on File -  The undersigned hereby authorizes the release of any information relating to all claims for benefits on behalf of myself and/or dependants.
I further expressly agree and acknowledge that my signature on this document authorizes my dentist to submit claims for benefits,  for services rendered or for
services to be rendered, without obtaining my signature on each and every claim to be submitted for myself and/or dependants, and that I will be bound by this
signature as though the undersigned had personally signed the particular claim. 

Patient Information

Student Status:  Full time / Part time

Personal Information

School Information ( College / University Only )

Employment (parent, if patient is a minor)

(Parent sign for child. Thank you.)

School Expected date of graduation

Whom may we thank for referring you!

Name Address

Today's Date Patient’s Name

Preferred Name Patient’s Birthdate Social Security #

       Spouse’s Name

E-mail (only used to confirm appointments)

Billing Address

Home Phone # Cell Phone #

Employee Name Birthdate Soc.Sec.#

Relationship to employee Employer

Dental Insurance (We’d like to photocopy any dental insurance cards you may have.)

Insurance Company

Secondary Insurance - Employee Name Birthdate

Soc.Sec.# Insurance Company

Employer Position

Address Work phone #

Spouse’s employer Work phone #

Informed Consent
General Consent for Treatment

I understand that I have the following conditions requiring dental treatment in the opinion of my dentist:

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

All dental and anesthetic procedures have associated risks.  These may be, but are not limited to:

•	 Drug reactions and side effects
•	 Damage to adjacent teeth or fillings
•	 Post-operative infection
•	 Post-operative bleeding that might require additional treatment
•	 Delayed healing of an extraction site, (dry socket) necessitating additional care
•	 Sinus involvement during removal of upper molars which may require additional treatment or surgical 

repair at a later date
•	 Involvement of the nerves during removal of teeth resulting in temporary or possibly permanent numbness 

or tingling of the lip, chin, tongue, or other areas
•	 Bruising, swelling, sensitivity, or pain 
•	 Failure of the dental procedure necessitating additional treatment
•	 Breakage of dental instruments inside tooth canals making additional treatment necessary
•	 Complications during treatment necessitating referral to a specialist

I understand the recommended treatment for my conditions, the risks of such treatment, any alternatives and risks, as 
well as the consequences of doing nothing.  Any fee(s) involved have also been explained.  All of my questions have been 
answered, and I have not been offered any guarantees.

Patient Signature_ ________________________________________________________ Date_______________________

Witness_________________________________________________________________ Date_______________________


