


  
     

CCoossmmeettiicc  IInnffoorrmmaattiioonn  
 

Is there anything about your smile that you do not like?_________________________________________________________ 
 
Are you interested in knowing the options available for a more beautiful smile?____________________________________ 
 
Do you like the appearance of your teeth?____________________________________________________________________ 
 
Are all of your teeth in alignment (straight)?__________________________________________________________________ 
 
Do you have any missing teeth?_________________________________ Are any chipped?____________________________ 
 
Is your bite comfortable when chewing or biting?_____________________________________________________________ 
 
Do you have frequent headaches?__________________________________________________________________________ 
 
Do you have any old fillings or dental treatment that you are unhappy with?_______________________________________ 
 
What would you like to change the most about the appearance of your teeth?_____________________________________ 
 
Is there anything else you would like us to know?_____________________________________________________________ 
 

SSppoouussee  aanndd  RReessppoonnssiibbllee  PPaarrttyy  IInnffoorrmmaattiioonn  
 
Spouse Name:_______________________________________________________________________________________ 
 
Social Security #:______________________ Birth Date:_________________ Driver’s License#:_____________________ 
 
Home Phone:____________________ Work Phone:___________________Ext:____  Cell Phone_____________________ 
 
Address:_____________________________________________________________________________________________ 
               Street       City   State  Zip 
 
Person responsible for account:  □ Self  □ Spouse  □ Other __________________________________________________ 
  

IInnssuurraannccee  IInnffoorrmmaattiioonn  
Primary Dental Insurance  
Insurance Company Name:_______________________________________________________________________________  
 
Insurance Company Address:______________________________________________________________________________ 
           Street/PO Box     City  State            Zip 
 
Phone:__________________________________    Group #(Plan, Local or Policy#):__________________________________ 
 
Insured’s Name:___________________________   Social Security:_____________________________ Birthdate:__________ 
 
Insured’s Employer:__________________________ Address:_____________________________________________________ 
 
Secondary Dental Insurance 
Insurance Company Name:_______________________________________________________________________________  
 
Insurance Company Address:______________________________________________________________________________ 
           Street/PO Box     City  State            Zip 
 
Phone:__________________________________    Group #(Plan, Local or Policy#):__________________________________ 
 
Insured’s Name:___________________________   Social Security:_____________________________ Birthdate:__________ 
 
Insured’s Employer:__________________________ Address:_____________________________________________________ 
 

 



  
     

RReeffeerrrraall  IInnffoorrmmaattiioonn  
 

Whom may we thank for referring you to our practice?  □ Another patient, friend  □ Another Dentist  □ Dental Office 
 
□ Living Magazine  □ School  □ Work  □ Website  □ Other__________________________________________________ 
 
Name of person or office referring you to our practice:____________________________________________________ 

 
EEmmppllooyymmeenntt  IInnffoorrmmaattiioonn  

 
The following is for:  □ the patient   □ the person responsible for payment 
 
Employer Name:_______________________________________________ Occupation:_____________________________ 
 
Address:______________________________________________________________________________________________ 
 Street        City   State    Zip 
 

CCoonnsseenntt  ffoorr  SSeerrvviicceess  
 
As a condition of your treatment by this office, financial arrangements must be made in advance.  The practice depends 
upon payment from the patients for the costs incurred in their care, and financial responsibility on the part of each patient 
must be determined before treatment.  All emergency dental services, or any dental services performed without previous 
financial arrangements, must be paid for in full at the time services are performed. 
 
I understand and acknowledge that photographs and images of me may be shown to other doctors for treatment and 
educational purposes. 
 
I grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related to this 
form. 
 
Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and 
that he or she is personally responsible for payment of all dental services.  This office will help prepare the patient’s 
insurance forms or assist in making collections from insurance companies and will credit any such collections to the 
patient’s account.  However, this dental office cannot render services on the assumption that our charges will be paid by 
an insurance company. 
 
I authorize my insurance company to pay the office of G Todd Brady, DMD all insurance benefits otherwise payable to me 
for services rendered.  I authorize the use of this signature on all insurance claims submission.  I authorize the release of 
all information necessary to secure payments of insurance benefits.  I understand that I am financially responsible for all 
fees regardless of whether or not they are covered by insurance.   
I have read, understand and accept the terms of the above outlined guidelines for insurance handling and financial 
commitments that I may incur. 
 
After 60 days from the treatment date, I authorize G. Todd Brady, DMD to bill my credit card to pay any remaining 
balances left on my account. 
 
________________________________________________________________________________________________________ 
Credit Card Number & Type        Expiration Date 
 
________________________________________________________________________________________________________ 
Signature          Date 
 
 
I have read the above conditions of treatment and payment and agree to their content. 
 
______________________________________________________ Date:___________ Relationship to Patient:_____________ 
Signature of patient, parent or guardian 
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