Kim lerna Kitchen, DDS PC and Associates

ECD Montgomery Stroet #2250
Alpxandria, VA 22314
(703) 838-TC00

Patient Information

Patient Name: Date:
Last First Kl
O Male [0 Femala O Married 0O Single O Child O Other

Social Security #. Birth Date:
Phone (Home): (Work): Ext Cell Phone;
Email address’ May we contact you by email? OYes DNo
Address:

Street Apartmant &

Ciy Siate Zip Code

e -
| Referral Information

Whom may we thank for referring you to our practice? DOAnother patient, friend O Another patient, relative
O Dental Office O Yellow Pages 0O Newspaper O School OWork O Other
Name of person or office referring you to our practice:

m—g—g—_&'

Employment Information

ITl-ue folowing is far O the patiem [ the parson responsible for payment
Employer Name: Occupation:
Address:
Stee Cey State Io Code

M e e TT— e . ——
Insurance Information

We will assist in your insurance processing

Primary
Name of Insured is insured a patient? O Yes O No
Last Frel L
Insured's Birth Date: ID #: Group #
Social Security #
Insured's Address:
Goreet Coy State I Code

Insured’s Employer Name:
Address:
Sresl (=7
Patient's relationship to insured: O Self O Spouse O Child O Other
!insurance Flan Name and Address:

Sam & Cooe

) Cnsent fo Services

| understand that the foe estimate sted for this dental care can only be extendad for a paricd of three months from the date of the patient _examlnation.
Payments for damal treatment are due the time services are rendered. In addition to cash and checks, we accep! Visa, MasterCard, American Express
and Caro Credt

! If you have dental insurance, it is aur policy 1o help you receive the maximum benefis as we DO NOT accept Insurance as a payment. However, as a
courtesy to you, we will complete a claim form so that you can be relmbursed by your insurance company. You shoukd understand that we have no
relationship wath your insurance company.

N

I grant my permission o you of your assignae, to telephone me at home or al my work 19 discuss matters relaled to this form

| have read the above conditions of reatment and payment and agree to their content.
Date: Ralationsh'p ta Patient:

Signature of patient, parent or guardian
Date: Relationship to Patlent:

Sigrature of guaranior of payment/résponsible party




