
Welcome 
 

We are pleased to welcome you to our practice. Please take a few minutes to fill out this form 
as completely as you can.  If you have questions, we'll be glad to help you.  We look forward 

to working with you in maintaining your dental health. 
 
 

                                       Patient Information                         
                            Chart#_______ 
 
Name______________________________________________________________Soc. Sec. #__________________ 
                             Last Name                       First Name                          Middle 
 
Address____________________________________ Apt. ___ City________________ State_______Zip________ 
 
Home Phone_________________________________________Work Phone_______________________________ 
 
Cell#___________________________Pager#_____________________E-mail Address______________________ 
 
Sex         M        F     Age________D.O.B.____________      Single        Married         Separated           Divorced 
 
Patient Employed By_______________________________Occupation________________How long there______ 
 
Employer Address___________________________________City____________________ State______Zip______ 
 
Whom May We Thank For ReferringYou? _________________________________________________________ 
 
Notify in Case of Emergency___________________________ Relationship_____________Phone#____________ 
 
How would you like to be contacted about future appointments?      Text      Email       Phone Call      Postcard 
 
 
 
                                               Primary Insurance Information 
 
 
Person Responsible for Account___________________________________________________________________ 
                               Last Name                                      First Name                            Middle 
 
Relationship to Patient_________________________D.O.B._________________Soc. Sec.#___________________ 
 
Address (if different from patients) ______________________ City___________________State_______Zip_______ 
 
Home Phone_____________________________________Work Phone____________________________________ 
 
Person Responsible Employed By______________________________________Occupation__________________ 
 
Insurance Company________________________________Group#______________ID#_____________________ 
 
Insurance Address_______________________________________________Phone#_________________________
            
Name of Other Dependants Under This Plan_________________________________________________________ 
 
 
 
       

OVER 

 



                               Additional Insurance Information 
 
Is patient covered by additional insurance? Yes No 
  
 
Subscriber Name________________________________________________________________________________ 
                 Last Name                First Name   Middle 
 
Relationship to Patient________________ Subscriber D.O.B_______________Soc. Sec. #___________________ 
 
Address (if different from patients)_________________________City________________State_______Zip_______ 
 
Home Phone________________________________Work Phone_________________________________________ 
 
Subscriber Employed By_________________________________________Occupation______________________ 
 
Insurance Company______________________________________ Group#________________ID#_____________ 
 
Insurance Address__________________________________________________Phone #______________________ 
 
Name of Other Dependants Under This Plan_________________________________________________________ 
 
 
 
 
As a courtesy to you, we will submit charges directly to your insurance company. Please be sure to provide us 
with accurate insurance information, as our office charges a $5.00 re-filing fee for claims that go unpaid over 
90 days, due to inaccurate insurance information. 
 
All accounts over 30 days are subject to a monthly 1.5% service charge (18 % annual). In the event, legal 
action is required to collect upon any unpaid balance that is due, all collection fees including attorney fees, will 
be paid by the patient.  
 
I authorize the insurance company indicated on this form to pay to the dentist, all insurance benefits otherwise 
payable to me for services rendered. I authorize the use of this signature on all insurance submissions. I further 
authorize the dentist to release all information necessary to secure the payment of benefits. 
 
I understand that I am financially responsible for all fees charged by this office regardless of my insurance 
coverage, and that I am expected to pay my portion at the time of service, unless prior arrangements have been 
made. 
 
 
I hearby acknowledge that a cop\ of Whe office¶s Notice of Privacy Practices has  been made available to me.  
I have been given the opportunity to ask qany questions I may have regarding this Notice. 
 
 
 
 
 
 
 
 
_______________________________                    _____________________________________________________ 
                              Date                                                                                     Signature of Patient, Parent or Guardian 



DHQWaO HLVWRU\  

RHaVRQ IRU YLVLW WRGa\?________________________________________AUH \RX KaYLQJ GLVcRPIRUW WRGa\?_________________ DaWH 

RI OaVW GHQWaO YLVLW_______________________________________DaWH RI OaVW GHQWaO [-Ua\V___________________ FRUPHU 

DHQWLVW______________________________________AGGUHVV_______________________________PKRQH#_______________  

POHaVH cKHcN LI \RX KaYH RU KaYH KaG SURbOHPV ZLWK aQ\ RI WKH IROORZLQJ:  

 BaG bUHaWK IQMXU\ WR IacH RU MaZ SHQVLWLYLW\ WR KRW/cROG  BOHHGLQJ JXPV LRRVH WHHWK RU bURNHQ ILOOLQJV SHQVLWLYLW\ 

ZKHQ bLWLQJ  COLcNLQJ RU SRSSLQJ MaZ OUWKRGRQWLc TUHaWPHQW RHacWLRQ WR aQHVWKHWLc  CROG VRUHV PHULRGRQWaO 

WUHaWPHQW UQXVXaO/PURORQJHG bOHHGLQJ  GULQGLQJ RU cOHQcKLQJ WHHWK TMJ THHWK E[WUacWHG  

AQ\ cRPSOLcaWLRQV IURP SULRU GHQWaO ZRUN? Y N II YHV H[SOaLQ________________________________________________           

_______________________________________________________________________________________________________________ 

AUH \RX QHUYRXV abRXW KaYLQJ GHQWaO ZRUN SHUIRUPHG?________________________________________________________________        

HRZ RIWHQ GR \RX bUXVK? __________________________________________________FORVV?__________________________________      

OWKHU LQIRUPaWLRQ UHJaUGLQJ \RXU GHQWaO KHaOWK RU SaVW GHQWaO WUHaWPHQW \RX ZRXOG OLNH XV WR NQRZ? _________________________  

_______________________________________________________________________________________________________________  

I KaYH UHYLHZHG WKH LQIRUPaWLRQ RQ WKLV TXHVWLRQQaLUH aQG LW LV accXUaWH WR WKH bHVW RI P\ NQRZOHGJH. I XQGHUVWaQG 
WKaW WKLV LQIRUPaWLRQ ZLOO bH XVHG b\ WKH GHQWLVW WR KHOS GHWHUPLQH aSSURSULaWH GHQWaO WUHaWPHQW.  

____________________________________ ________________________________________________________________________ 
DaWH SLJQaWXUH RI PaWLHQW, PaUHQW RU GXaUGLaQ  





Durell Family Dentistry 
Finance Guidelines 
 
We are committed to providing you with the best possible care and we are pleased to 
discuss our professional fees with you at any time. The following information is provided 
to ensure that each patient understands their financial responsibility prior to seeking 
treatment at Durell Family Dentistry. 
 
 

1. We accept your insurance and will gladly file the claims as a courtesy to you.  We 
are not a restricted provider, corporate, or network dental office.  We are a private 
practice.  This means we are not bound by any limitation set by your insurance 
company.  We base your treatment on what the doctors deem necessary for you 
and never on your insurance plan.  We will help in every way possible to 
maximize your insurance benefits and any limitations.  

2. Patients are responsible for their portion of payment the day services are rendered. 
3. We require any outstanding balances to be paid in full before beginning any new 

treatment. 
4. We accept cash, check, money orders and all major Credit Cards.  Care Credit 

financing is available upon approval. 
5. As dental professionals, with more than 20 \eaUV¶ e[SeUience, we deal ethically 

and honestly with every insurance provider and with every service claim we file.  
We will submit only for services rendered, specifically as they are rendered with 
the appropriate diagnosis. 

 
 

It is our sincere desire to develop and maintain a strong relationship with each one of 
our patients. Feel free to contact to answer any further questions you may have 
regarding financial issues or insurance concerns.  
 
I have read and fully understand the financial policy listed above..  
 
 
 
___________________________                                          ___________________ 
Patient Signature                                                                      Date 
 

 



Durell & Durell DDS PC 

 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF 

PRIVACY PRACTICES 

 
*You may refuse to sign this acknowledgement* 

 

I, ________________________________, have received a copy of this 

office’s notice of Privacy Practices. 
 

 

 
Please Print Name 
 

 

 

 

Signature 

 
 

 

Date 

 

 
 

 

 
 

For Office Use Only 

 

We attempted to obtain written acknowledgement of receipt of our notice of 

Privacy Practices, but acknowledgement could not be obtained because: 
 

 Individual refused to sign 

 

 Communications barriers prohibited obtaining the acknowledgement 

 

 

 An emergency situation prevented us from obtaining 

acknowledgement 

 

 Other(Please Specify) 

 

 

 

 


