
Laura Philipps, D.M.D 
Comprehensive Restorative and Esthetic Dentistry 
 
 

Patient Name: ________________________________________ E-mail: ______________________________ 

Home Address: _________________________________City: __________ State: ______ Zip code: _________ 

Phone #’s: Home: ___________________Cell: __________________ Work: _________________ Ext: ______ 

Birth Date: ___/___/_____ Social Security # ________________________ Gender:           Male             Female 

Family Status:                 Married                 Single                 Child                    Other 

Employment Information 
The following is for:                 the patient                     the responsible party 

Employer Name: ________________________________________ Phone#: _______________Ext:_________ 

Spouse or Responsible Party Information                           
The following is for:               the patient’s spouse                    the responsible party 

Name: _____________________________________________________ Gender:              Male             Female    

Family Status:                Married                Single                  Child                  Other         

Birth Date:   ____/____/____ Social Security # ______________ Spouse Employer:______________________ 

Phone #’s: Home: ___________________ Cell: _________________ Work: _________________ Ext: _______ 

Home Address: ________________________________ City: ___________ State: ______ Zip code: _________ 

Primary Dental Insurance   Plan Name: _____________________Employer:_____________________ 

Full Name of Insured: _______________________________________ Insured’s Birth Date: ____/____/_____ 

Insurance ID#.___________________ Group#.______________ Insurance Phone #._____________________ 

Relationship to Insured:             Self                Spouse               Child               Other              

Is there any secondary insurance?               Yes               No          Drivers License #.________________________ 

I hereby authorize my insurance benefits to be paid directly to the dentist. I am financially responsible for 
any balances due and authorize the dentist to release any information for this claim. 

Signature: ___________________________ Print Name: ________________________Date: ____/____/____  

 

Please provide Insurance card and Drivers license for identity verification. 



 
Laura Philipps, D.M.D 
Comprehensive Restorative and Esthetic Dentistry 
 
 
 
Treatment Acceptance Form 
 

I have disclosed my health history information, including allergies, reactions to medicine, diseases, and past 
procedures. I understand that withholding this information may affect the outcome of the procedure(s) or 
course(s) of treatment.  
 
I authorize Dr. Philipps and any other qualified assistants or medical professionals to perform the 
procedure(s) or treatment(s). I also give my consent for these individuals to administer any needed 
medicine and to perform any compulsory life-saving procedures. 
 
I authorize any necessary life-saving procedures to be performed in the event of an emergency during the 
procedure(s) or course(s) of treatment. I understand that a blood transfusion may be a part of a life-saving 
procedure and give my consent for necessary blood work. I give my consent for the administration of any 
medication that may be required as a life-saving measure. 
 
As a condition of treatment by this office, financial arrangements must be made in advance.  
Patients with dental insurance understand that all dental services are charged directly to the patient and he 
or she is responsible for payment on all dental services. This office will help prepare the patient’s insurance 
forms. However, this office cannot render services on the assumption that our charges will be paid by an 
insurance company. In consideration for the professional services rendered to me by this practice, I agree to 
pay the charges for the services rendered. I further agree that a waiver of any breach of any time or 
condition hereunder shall not constitute a waiver of any further term or condition and I further agree to pay 
all cost and reasonable attorney fees if suit be instituted hereunder.  
 
I confirm that I understand this form and the information contained therein.  
 
 
            I have read the above conditions of treatment and payment and agree to their content. 
 
 
Signature of patient or responsible party: 
 
Signature: __________________________________________   Date:_____________________ 
 
Print Name: ___________________________________________________________________ 
 
Relationship to Patient: __________________________________________________________ 
 
 
 
 



 

 
Laura Philipps, D.M.D 
Comprehensive Restorative and Esthetic Dentistry 
 

 

Acknowledgement of Receipt of Privacy Practices 

 

I ___________________________ have received a copy of Laura Philipps, D.M.D Notice of Privacy Practices. 
             (Name of Patient) 
 
 
 
                            _______________________________  _________ 
                                                                                                 (Patient Signature)        (Date) 
 
 
 
 
                                        I authorize the release of my information to the following:  

 

 ___________________________   ___________________________ 

___________________________   ___________________________ 

___________________________   ___________________________ 

 

------------------------------------------------------------------------------------------------------------------------------------------------ 
 
 

Staff will fill out this section if Patient’s signature is not obtained 
 
 

Our office made a good faith effort to obtain Acknowledgement of Receipt of Privacy Practices, but it was not 
obtained for the following reason: 
 
 
_____  Patient refused to sign 

_____  Emergency situation kept us from obtaining the patient’s signature 

_____  Language barriers kept us from obtaining the patient’s signature 

_____  Other situation: _______________________________________________________________ 
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