Welcome

Austin Family Dentist

Name:  (Last)__________________________(First)________________________(MI)_____❑ Male   ❑ Female
Address: _______________________________ City _____________________ State _______ ZIP__________
SSN: ______________________________________________DOB:__________________________________
Home Phone:____________________________ Work Phone:________________________________________
Cell Phone:___________________________E-mail Address: ________________________________________
*Please fill out cell phone and email address.  We will not give your information to other companies...it will just make it much easier to keep in touch with you about the latest appointments and news*
How did you hear about our office?_____________________________________________________________
■ Insurance Information■
Subscriber Name: _________________________Relationship to Patient: _______________________________
Subscriber DOB: _____________________________Subscriber SSN/ID: _______________________________
Subscriber Employer: __________________________Insurance Company Name: _________________________
Insurance Company Address:__________________________________________________________________
Insurance Company Phone: __________________________ Group Number: _____________________________
Any Additional Insurance Information:___________________________________________________________
_________________________________________________________________________________________
■ Assignment and Release ■
I, the undersigned, certify that I (or my dependent) have insurance coverage and assign directly to Brian D. Tucker, DMD, P.C. 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 release of all information necessary to secure the payment of benefits. I authorize the use of this signature on all insurance submissions.
Responsible Party Signature: _________________________Relationship: _______________Date: __________
CONSENT: I consent to the diagnostic procedures and treatment by the dentist necessary for proper dental care.
Patient/Guardian Signature:___________________________________________________________________
■ Acknowledgement of Notice of Privacy Practices ■
I have been advised of this office’s Notice of Privacy Practices and have been offered a copy:
Please Print Name:_________________________________
Signature:________________________________________
Date:____________________________________________
For Office Use Only
We attempted to obtain written acknowledgement of receipt of our Notice Of Privacy Practices, but acknowledgement could not be obtained because:
	                            ❑ Individual Refused To Sign
  ❑ Communication Barriers Prohibited Obtaining
	 ❑ An Emergency Situation Prevented Obtaining
                            ❑ Other______________________________


Emergency Contact

Name:____________________________      Phone:_____________________________

Address:_______________________________________________________________

