




 

Thank you for choosing Belmont Dental Associates as your dental provider! To help us meet your entire dental healthcare needs, please 

fill out these forms completely. If you need any assistance or have any questions, please ask and we'll be happy to help! 

Referrals are important to us! Please tell us how you heard about us: 

□ Google □ Direct Mailer □ Insurance □ Facebook □ Twitter □ Other __________________ _

If referred by a patient/relative, whom may we thank for referring you: ________________________ _ 

How do you prefer to be contacted? D Cell phone □Home phone □Email □Other __________________ _ 

Patient Information 

Name: Preferred Name: Sex: M F 

Address: Home Phone: 

City: State: Zip: Cell Phone: 

Patient SSN: Date of Birth: Work Phone: 

Email: 

Check appropriate box: □ Minor □single □ Married □ Divorced □Widowed □separated

Patient or Parent/Guardian Employer: Work Phone:

Employer Address: City: State: ZIP: 

Emergency Contact: Phone: 

Responsible Party Information 

Person responsible for account: Date of birth: SSN: 

Address: City: State: ZIP: 

Phone: Email: Relationship to Patient: 

Insurance Information 

Name of Insured: __________________________ Relationship to Patient: _________ _ 

Address: _________________ City: __________ State: ____ ZIP: _________ _ 

Phone: ____________ Email: ________________ DOB: _______________ _ 

Insurance Company: ___________________ Name of Employer: _________________ _ 

Policy/ID Number: __________ Group Number: ________ Insurance Phone Number: _________ _ 

Patient/Responsible Party Signature: ________________________ Date:------------' 
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FINANCIAL AGREEMENT 

Thank you for choosing Belmont Dental Associates as your dental provider. Please understand 
that a financial agreement is an important part of the provider-patient relationship. 

INSURANCE 

We file insurance claims as a courtesy to you at no charge, and although we are on several Preferred 
Provider lists, any insurance company can designate a procedure as "not covered". There is no 
direct relationship between our office and your insurance company. Your insurance benefits are 
determined by the type of plan chosen by you and/or your employer and we are not party to this. We have 
no control over the terms of your contract or the determination of your benefits. 
Your insurance company does not guarantee any payment of services until the claim we submit has been 
received and reviewed. Therefore, your portion of services performed in this office are only an 
ESTIMATE and due payable at the time of service. Even a preauthorization of services does not guarantee 
payment from your insurance carrier. 
Once the Explanation of Benefits (EOB) is received, our office will notify you if your plan denied the 
procedures or paid less than we anticipated. Charges that are denied by your insurance company are your 
responsibility. If you have questions regarding this action, you should contact your employer or the 
insurance company directly for an explanation. Covered procedures differ from plan to plan and it is 
impossible for us to know the details of each plan. Our office will not enter into a dispute with your 
insurance company over any claim, although we will provide necessary documentation your insurance 
company requests to sort out any confusion or questions that may arise. 
Once the annual maximum has been reached, you are fully responsible for ALL treatment 
completed. 

Dental insurance has a deductible and yearly limit. Please familiarize yourself with your plan's specifics 
and notify us as soon as possible when any changes are made. 

The ultimate responsibility of payment for services is with you. 

DISCOUNTS 

In-network patients who are receiving in-network fees are prohibited from receiving any additional 
discounts. A 5% discount only applies to out-of-network/non-insurance patients whose treatment is 
paid in full by cash. 

We accept cash, Visa, MasterCard, Discover, and American Express. We also offer financing of treatment 
through CareCredit. 

I have read and understand the above financial agreement. 

Signature: __________________ _ Date: __________ _ 
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GENERAL CONSENT FORM 

Patient Name: ___________ _ Date of Birth: 
-------

SSN: ______ _ 

Phone: Emergency Contact: _________ _ 
---------

Relationship: ___ _ 

I do hereby authorize and request the performance of dental services Belmont Dental Associates may deem 
necessary for my treatment. I understand that Belmont Dental Associates will use clinical and patient management 
techniques that are reasonable, necessary and advisable. I also authorize the administration of anesthetics or 
analgesics that may be deemed appropriate by Belmont Dental Associates. I understand that the purpose for using 
local anesthetics may be therapeutic, diagnostic or for treatment of facial pain. I understand that potential 
complications include but are not limited to pain, swelling, bruising, temporary limited opening and local infection. 
I understand that in occasional cases the anesthesia may prolong and in very rare cases cause permanent 
numbness. 

I understand that I am responsible for obtaining any current X-rays that may have been taken at a previous dental 
office. 

I understand that any treatment plan presented, along with the fees outlined, could change depending on the time 
elapsed since initial examination and extent of dental pathology. Occasionally, once the treatment plan has been 
started, complications may arise that dictate additional procedure or treatment. Belmont Dental Associates will 
always advise me of any changes. I understand my relevant personal health information may be released to my 
insurance company in order to get reimbursement. 

In the event that Belmont Dental Associates is exposed to my blood or bodily fluids, I agree to have my blood drawn 
and tested for Hepatitis B, Hepatitis C and the Human Immunodeficiency Virus. I understand that testing would be 
done in a confidential manner, and would be made available only to the person who was exposed and that person 
would be advised of my rights regarding protected health information. 

Patient Signature: ________________ _ Date: __________ _ 

Signature of Parent, Guardian or Personal Representative: _________________ _ 

Relationship: ____________ _ 

You are entitled to a copy of this consent after you sign it 
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APPOINTMENT AGREEMENT 

We make every effort to value your time and we schedule your appointment just for you. We are 
committed to your oral health and keeping your reserved time allows us to be partners in your dental care. 

We ask that you confirm your appointment a minimum of 2 business days prior. You may confirm via 
text, email or by calling our office during normal business hours. Failure to confirm your appointment 
may result in the loss of the time reserved for you and your treatment. Please note that we do not accept 
cancellations via our answering machine. 

Missed Appointments: Any appointment that the patient does not keep or any appointment the 
patient cancels/changes within 2 business days' notice. 

We will not charge for your first missed appointment. However, there will be a $50.00 charge for a 
second missed appointment within a 12 month time span. At this time, you will be required to pay ahead 
when scheduling your next appointment. If you keep the appointment, the payment will be applied 
towards your treatment. However, if you fail to keep the appointment, the deposit will be forfeited. 

Appointment Agreement 

• I agree to provide a minimum of 2 business days' notice if I need to change my appointment for
any reason

• If I change my appointment without the required 2 business days' notice within in a 12 month
span, I acknowledge I may be asked to prepay at the time of scheduling in order to be appointed.

• I understand that I must confirm my appointment 2 business days' prior to my appointment or
forfeit the appointment made for me and any and all deposits.

Patient Signature: _________________ _ Date: _______ _ 

DISMISSAL POLICY 

When patients no show, cancel at the last minute, or show up late for their appointment, it greatly effects 
our schedule, as well as other patients appointments. In the event that you have more than 2 broken 
appointments, late cancellations, or frequently show up late for your appointment, you may be dismissed 
from our practice. Our voicemail does not accept any cancellations or changes to appointments; you will 
need to call back during normal business hours. 

We also ask that you abide by the following rules while in our office so that we can service your dental 
needs in the best way possible: 

• Cell phones are not to be used in the office. Please step outside if you need to make a call
• If you are more than 15 minutes late for your appointment, you may have to reschedule
• When you are late, it counts towards our dismissal policy
• If you do not have someone to watch your child/children that are under the age of 5, you will need

to reschedule your appointment

I understand my responsibilities as outlined above and will abide by them. 

Patient's Name: _______________ _ Date: _________ _ 

Patient/Guardian Signature: _______________________ _ 
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ACKNOWLEDGMEN OF RECEIPT - NOTICE OF PRIVACY PRACTICE 

Our "Notice of Privacy Practices" document provides detailed information about the use and 
disclosure of your protected health information. You have the right to review the "Notice of Privacy 
Practices" document prior to signing this consent form. 

I, AS THE PATIENT OR THE PATIENT'S PERSONAL REPRESENTATIVE, have received a copy of 
Belmont Dental Associates "HIP AA NOTICE OF PRIVACY PRACTICES" document. If this 
acknowledgement of receipt is not obtained (i.e. emergency treatment situation), Belmont Dental 
Associates representative (witness) MUST document his/her good faith efforts to obtain the 
acknowledgment and the reason it was not obtained. 

Signed: ________________ _ Date: __________ _ 
Patient, Parent/Guardian, Personal Representative 

GOOD FAITH EFFORT AND REASON ACKNOWLEDGMENT WAS NOT OBTAINED (documented 
by Belmont Dental Associates) 

___ Patient refused to sign ___ .Patient unable to sign __ Other: ______ _ 

PERSONAL REPRESENTATIVE AUTHORIZATION 
A personal representative is anyone that you would like Belmont Dental Associates to release 
your patient information to, including, but not limited to, prescription refills and/or samples, 
reasons for a particular visit, billing information, etc. If there are no names listed below, we are 
assuming that you are declining your option to choose a personal representative. Upon doing so, 
please keep in mind that our office will not give out any information, including prescription 
refills, to anyone other than the patient or patient guardian. 

o I DO NOT wish to select a personal representative
o I authorize the following individual(s) to serve as my/patient's Personal Representative

with full authority to access or authorize, review, release and/ or copy my /patient's medical
records

1) 

3) 

2) ____________ _

___________ _____ 4) ______________ _ 

o I authorize Belmont Dental Associates to leave detailed information in my voice mail
o I DO NOT authorize Belmont Dental Associates to leave detailed information in my voice

mail

I may revoke this request in writing at any time except to the extent that action based on this 
authorization has already taken place. 

Signed:________________ Date: _________ _ 
Patient, Parent/Guardian, Personal Representative 




