
 
 

First Name: Middle: Last: 

Nickname: Date of Birth: Drivers License #: 

 Male    Female Single   Married SSN #: 

Address: 

City: State: Zip: 

Home Phone: Work: Cell: 

Email address: 

Employer: Occupation: 

 

Spouse Name: Occupation: Employer: 

Driver’s License #: SSN #: 

 
 

Whom may we thank for your referral? 

Emergency Contact: Phone: 

 
 

Dental Insurance: 

Primary Carrier: Employee #: Insured’s SSN #: 

Insured Birth date: Group #: Phone #: 

Insurance Company Address: 

City: State: Zip: 

 

Secondary Carrier: Employee #: Insured’s SSN #: 

Insured Birth date: Group #: Phone #: 

Insurance Company Address: 

City: State: Zip: 

   
 
The preceding information is true and correct to the best of my knowledge. 
 
I authorize the office of Dr. Dennis Statz to submit claims for payment for health care services to my health care service 
plan or insurance company on my behalf and in my name.  I have agreed to assign of benefit payments otherwise 
payable to me to the dental office.  
 
 I understand that I am financially responsible for any balances not satisfied by my insurance benefits, regardless of 
the basis for nonpayment by my insurance carrier. 
 
 
_______________________________________________________________________________________________ 

Patient’s Signature                                                                                         Date 
 



 





 
 
 

Consent for Services and Office Policies 
 

Consent for Services  

 I, the undersigned, hereby authorize the doctor and his professional staff to take radiographs, study models, photographs or any 
other diagnostic aids deemed appropriate to make a thorough diagnosis of my and/or dependents dental needs.  I also authorize the doctor to 
perform any and all forms of treatment, medication and therapy that may be indicated. These procedures include, but are not limited to, 
examinations, radiographs (x-rays), prophylaxes (cleanings), fluoride treatments, sealants, restorations (composite fillings and full coverage 
crowns), periodontal (gum) treatments, endodontic (root canal) treatments, extractions and the use of local anesthetics. 

I further authorize the release of any information, including the diagnosis, radiographs and records of any treatments or examinations 
rendered to my insurance company or consulting professionals who may request my, or any of my dependents, records. I understand that I am 
personally responsible for payment of all fees for dental services provided in this office for me and/or my dependents, regardless of insurance 
coverage. I understand that payment is due when services are rendered. Any other arrangements for payment must be made prior to 
beginning treatment. Breach of this responsibility carries the penalty of compensating the Practice for any related collection and/or attorney 
fees. 

Insurance Agreement 

 I certify that the insurance information I have provided to the Practice is correct and in force.  I am aware that it is my responsibility to 
read and understand my own dental insurance policy, including benefits, limitations and exclusions. I understand that filing of insurance claims 
is my responsibility and may be provided as a courtesy to me. I also understand that any agreement for dental coverage is between my 
insurance company and me. I understand that an estimated portion is due at the time of service and is estimated according to the expected 
coverage, which may not be disclosed nor guaranteed, by my insurance company.  I understand that my, or my dependents, portion may be 
more if my insurance company does not pay the anticipated amount.  I understand that I am responsible for any and all amounts not paid by 
insurance for me or any of my dependents. Breach of this responsibility carries the penalty of compensating the Practice for any related 
collection and/or attorney fees. 

No Show and Cancellation Policy 

In an effort to contain our fees and decrease unnecessary costs, we maintain a No Show/Cancellation policy for all our patients. We 
require that any appointment that is unable to be kept must be cancelled with 48 hours’ notice. Cancellations must be made between 8am – 
5pm on workdays at least two full business days prior to the scheduled appointment by speaking directly with one of our appointment 
specialists. No cancellations will be accepted via voicemail, email or text. 

Our office will allow for one emergency missed appointment without charge. In the event a second appointment is missed, cancelled 
or rescheduled with less than the required 48 hours’ notice, an $85/hour charge will be billed. This amount will need to be paid prior to 
rescheduling your appointment or your dependents appointment(s). The No Show/Cancellation fee will be billed for a third and any subsequent 
missed appointments. 

This policy is in effect for all appointments at our office including dental continuing care (cleanings) and any and all treatment 
appointments reserved with the doctor.  
 
I acknowledge that I have had an opportunity to review this agreement and ask questions to my satisfaction. This agreement shall 
be valid and enforceable for myself and any dependents until and unless revoked in writing. 
 
 
____________________________________              ______________________________________________                __________     
Print Patient Name                                                                 Patient or Responsible Party Signature                                                        Today’s Date 
 



 



 


