~ Thank you for selecting our dental healthcare team!
We will strive to provide you with the best possible dental care.
To help us meet all zgur dental healthcare needs, please fill out this Eform

completely m ink. If you have any questions or need assistance, please ask us -
we will be happy to help.
Patient #
: Soc. Sec. #
Patient Informatzon (CONFIDENTIAL) e
Name Birthdate . ==~ Home Phone
. : St/ o= - ZH;/P«Jst.
Address . Czty Prov. Code
Etnail ' __ Cell Phone__
Check Appropriate Box: Fl Minor [Csin gle DMarned £ Divorced [ IwWidowed [] Sepamtfa; / : i .
State u n
If Student, Name of School / College - Ciiy Prov. D Time E} Time
Patient’s or Parent’s Employer ' ; Work Phone
; : State/ i ZHZ{POSt
Business Address City Prov.
Spouse or Parent’s Name Employer Work Phone _
. Whom May We Thank for Referring You? '
Person to Contact in Case of Emergency _ Phone
p y . 'Relﬁtionskip _
Name of Person Responsrble for this Account o WFalient
Address ' __ Home Phone._
Driver’s License # Birthdate Financial Institution =
Employer ' “ __ Work Phone - 55#F '
Is this Person Currently a Patient in our Office? [lves [Ino -

For your convenietice, we offer the following methods of payment. Please check the option you prefer Payment in full at each appointment.
[ 1cash  []Personal Check [ ] Credit Card D VISA [ MasterCard [lE wish to discuss the office’s payment policy.

Insurance Informatzon

. ~ Relationship
Name of Insured . . ___to Patient
Birihdate Social Security # Date Employed.
Name of Employer Union or Local # Work Phone
- > State/ ZIPPost
- Address of Employer City Prov. Code
Insurance Company Group # Policy/ID #
: : e Statef . ZH;{Past.
Ins. Co. Address : ° _ City - * Prov. ' Code -

How Much is your Deductible? How Much Have You Used? Max. Annual Benefit

DO YOU HAVE ANY ADDITIONAL INSURANCE? = Yes [ No IF YES, COMPLETE THE FOLLOWING:

' Relationship
Name of Insured to Patient
Birthdate Social Security # Date Employed
Name of Employer ' Union or Local # Work Phone

, ' State/ ZH;/Post.

Address of Employer City Prov. Code
Insurance Compan Group # Policy/ID #

- - - tatg ZH;Q’ost.
Ins. Co. Address City Prov. Co

How Much is your Deductible?

_How Much Have You Used?

Over Pféase

Max. Annual Benefit



Authorization and Release
1 authorize the dentist to perform diagnostic proﬁed ures and treatment as may be necessary for pfc)per dental care.

I authorize release of any information concerning my (or my child’s) health care, advice and treatment provided for the
purpose of evaluating and administering claims for insurance benefits.

I authorize release of any information concerning my (or my child’s) health care, advice and treatment to another dentist.

I hereby authorize payment of insurance benefits directly to the dentist or dental group, otherwise payable to me.

I understand that my dental care insurance carrier or payor of my dental benefits may pay less than the actual bill for
services. | understand 1 am financially responsible for payments in full of all accounts. By signing this statement, I revoke all
previous agreements to the contrary and agree to be responsible for payment of services not paid, in whole or in part by my

dental care payor.

L attest to the accuracy of the information on this page.

X

Signature of patient (or parent if minor)

ELIZABETH KILPATRICK-FOX, D.M.D.
' : 1507 KINGS HIGHWAY ‘
SWEDESBORO, NJ 08085

(856) 467-1100

r

Our Convenient Office Hours

Mondays 9:00 a.m. to 5:00 p.m.
Tuesdays 9:00 a.m. to 7:00 p.m.

Wednesdays 9:00 a.m. fo 1:00 p.m.
Thursdays 9:00 a.m. to 7:00 p.m.

If you have an emergency someone is on call 24 hours a day.
Just call our office and listen for the emergency instructions.
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