
PATIENT REGISTRATION 

 

          Date:_______________________________ 

Patient Information 

First Name:_______________________________Last Name:__________________________________   Middle Initial:____________ 

Address:______________________________________________City,State,Zip:____________________________________________ 

Cell Phone:________________________Work phone:______________________Home phone:_______________________________ 

Sex:      Male          Female      Occupation:__________________________Preferred Name:___________________________ 

E-mail:___________________________________Birthdate:_____________________SS# :__________________________________ 

Emergency  Name and Contact Phone:_________________________________________________Relationship:_________________ 

REFERRED  BY:__________________________________________Previous Dentist:________________________________________ 

 

Responsible party 

First Name:____________________________Last Name:_____________________________________________________________ 

Address:_______________________________City, State,Zip:__________________________________________________________ 

Cell phone:___________________________Work phone:_____________________________Home phone:_____________________ 

Birthdate:___________________________SS# :_____________________________E-mail:__________________________________ 

 

Primary Insurance Information 

Name of Insured:__________________________________Relationship to patient:                 Self                Spouse               Other 

Insured SS# or ID:_________________________________  Insured Birthdate:_____________________________________________ 

Employer:_______________________________________ Insurance Company:___________________________________________ 

Employer Address:_______________________________   Insurance Address:_____________________________________________ 

City, State, Zip:__________________________________  City, State, Zip:_________________________________________________ 

Secondary Insurance Information 

Name of Insured:_________________________________Relationship to pateint:                 Self              Spouse                 Other 

Insured SS# or ID:_________________________________ Insured Birthday:______________________________________________ 

Employer:_____________________________________    Insurance Company:____________________________________________ 

Employer Address:______________________________    Insurance Address:_____________________________________________ 

City, State, Zip:_________________________________    City, State, Zip:_________________________________________________ 

 











Camelback Family Dental Care 

FINANCIAL POLICY AND AGREEMENT 

Thank you for choosing us for your dental needs.  We are committed to providing you with 
excellent care.  Our convenient arrangements are based on an open and honest discussion of 
recommended treatment options, respective fees and patients’ financial capabilities. 

Payment 

Non-Coverage payments are due in full at the time of service, unless prior financial 
arrangements are made.  We do offer several payment options: 

• Cash, Check, MasterCard,  Visa 

• Payment options 

• Care Credit 

Co-Pays 

Co-Payments vary based on your insurance provider. Our friendly staff will be glad to assist you 
in letting you know what your co-payment amount is for each of your visits. 

Insurance 

Our office is committed to helping patients maximize their benefits.  Some insurance 
companies require that patients pay for services upfront and then reimburse them for the 
services rendered.  For these scenarios, we will estimate your coverage in good faith, but 
cannot guarantee these amounts.  For those patients that are covered by insurance(s), which 
pay out the practices directly this will be considered your method of payment. 

Collection fees 

Fees that are incurred to collect payments will be billed to and payable by the patients account 
holder. 

Financial Consent 

The patient (account holder) agrees to be fully responsible for the total payment of the 
treatment. 

With this signature, I hereby  understand and agree to this Financial Policy. 

 

 

Print  Patient/ Responsible Party                 Signature    Date 



Camelback Family Dental care 

DENTAL APPOINTMENT POLICY 

 

 

At Camelback Family Dental Care we try our best to service as many people in our community 
as possible.  To do so effectively, we must maintain accurate schedules for patient visits.  It is 
important for patients to keep their scheduled dental appointments so that everyone can see 
the dentist in a timely manner.  Missed appointments results in lost time which could be used 
to provide great care to others. 

 

Rescheduled Appointments: 

We understand that there may be circumstances where you must reschedule an appointment.  
If you do need to reschedule, please do so as soon as you know that you will NOT make it in.  
Please call at least 24 Hours in advance at 602.864.5010. 

 

Missed Appointments: 

If you miss an appointment, or cancel it with less than 24 hours notice, a missed appointment 
will be recorded in your file.  If your record indicates that you have acquired missed 
appointments, a $25 Non-Refundable charge will be added to your account.  This cancellation 
fee will have to be paid in-full on your next visit, or no dental services can be provided for you, 
with the exception of immediate emergencies. 

I have read and fully understand the Dental Appointment Policy and agree to follow the terms 
set forth. 

 

____________________________________________________________________________ 

Patient Name (Print)      Signature   Date   
  


