
PATIENT INFORMATION
Name: __________________________________________________________ SS#:__________________________________

Last Name First Name Middle Initial Home Phone #:___________________________
Address: _________________________________________________________ Cell Phone #:___________________________
City: ____________________________________________________________ State:_____________Zip:_________________
Sex: M F Age: _____Birth date: ______________ Married Widowed Single Minor

E-mail: _________________________________________ Seperated Divorced Partnered for ______ years
Patient Employer/ School: ____________________________________________ Occupation: ___________________________
Employer/ School Address: ___________________________________________ Employer/ School Phone: __________________
Whom may we thank for referring you? ___________________________________________________________
In case of emergency who should be notiffied? _________________________Phone: ________________________________

PRIMARY INSURANCE
Person Responsible for Account:_________________________________________________________________

Last Name First Name Middle Initial
Relation to Patient: ________________________ Birth date: __________________ SS#: _________________________
Address: (If different from patient's) _________________________________________ Phone: _______________________
City: ___________________________________________________________ State: _________ Zip: ________________
Person Responsible Employed by: ___________________________________ Occupation: ______________________________
Business Address: ________________________________________________Business Phone: ___________________________
Insurance Company: _________________________________________________________________________
Subscriber #: ________________________________________ Group #: _______________________

ADDITIONAL INSURANCE
Is patient covered by additional insurance?Yes _____ No _____
Subscriber Name:__________________________________________________________________________________________

Last Name First Name Middle Initial
Relation to Patient: ________________________ Birth date: __________________ SS#: _________________________
Address: (If different from patient's) _________________________________________ Phone: _______________________
City: ___________________________________________________________ State: _________ Zip: ________________
Subscriber Employed by: ___________________________________________Occupation: ______________________________
Business Address: ________________________________________________Business Phone: ___________________________
Insurance Company: ________________________________________________________________________________________
Subscriber #: ________________________________________ Group #: _______________________

ASSIGNMENT AND RELEASE 

I certify that I, and/or my dependent(s), have insurance coverage with ______________________________and assign directly to
Name of Insurance Company(ies)

Dr. _______________________________________ all insurance benefits, if any, otherwise payable to me for services rendered.  I
understand that I am financially responsible for all charges whether or not paid by insurance.  I authorize the use of my signature on all 
insurance submissions, or necessary appeals.  The above-named doctor may use my health care information and may disclose such
information to the above-named Insurance Company(ies) and their agents for the purpose of obtaining payment for services and 
determining insurance benefits or the benefits payable for related services.  

_________________________________________________________________ ______________________________
Signature of Patient, Parent, Guardian or Personal Representative Date

_________________________________________________________________ ______________________________
Please print name of Patient, Parent, Guardian or Personal Representative Relationship to Patient





Arcadia Dental Group 
 

Financial Policy 
 
 

At Arcadia Dental Group, our goal is to provide quality dentistry at a fair price and 
a healthy and happy environment for all of our patients.  We provide our services 
with honesty and integrity and expect the same from those we serve.  
 

A $25.00 charge will be made for all missed appointment that are not 
cancelled or rescheduled at least 24 hours prior to the scheduled appointment 

time. 
 

As a service to our patients we submit dental claims to their insurance for 
payments.  We ask that each patient pay their deductible and or estimated portion 
at the time of service unless alternate arrangements have been made.  If for any 
reason, the insurance company does not pay estimated amount, it becomes the 
patient share.  Please monitor insurance payments.  Our payment options include 
Cash, Care Credit, Visa, and MasterCard. 
 
Our goal is to provide the best treatment possible for our patients and we charge 
the usual and customary rates in our area.  To do so the patients is responsible for 
paying the balance in full regardless of the insurance company’s determination of 
usual and customary rates. 
 
I have read, understand, and agree to the above Financial Policy regarding 
my payments and insurance obligations.  I will notify Arcadia Dental Group 
if any changes on insurance, address, or phone numbers occur. 
 
 
 
Patient’s Name: _____________________________________________________ 
 
DOB: _____________________________________________________________ 
 
Patient/Guardian Signature: ___________________________________________ 
 
Date: _____________________________________________________________ 
 
 
 

Arcadia Dental Group*4840 E. Indian School Rd. Suite #107; Phoenix, AZ  85018*(602)954-2177 
 



 
 

NOTICE OF PRIVACY PRACTICE 
 
 
 

Patient Acknowledgment of Receipt 
 
 
 

Arcadia Dental Group 

 
 
 

The Healthcare Notice Privacy Practices recognizes that patients have the 
Rights to Privacy concerning their health information.  We make every 
effort to protect and preserve patients in a manner that secures this 
information. 
 
By signing this acknowledgement: 
 
You are only confirming that you understand the Privacy Practices of 
this office. 
 
 
Print your Name: _______________________________________________ 
 
Sign your Name: _______________________________________________ 
 
Today’s Date: __________________________ 
 
 
 
 
 

Arcadia Dental Group*4840 E. Indian School Road; Suite # 107; Phoenix, AZ  85018*(602)954-2177 
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