
                                                           
                          N E W   P A T I E N T   I N F O R M A T I O N   F O R M 

 
 
LAST NAME:      TITLE:          FIRST NAME:           
   
MIDDLE NAME:              NICK NAME:               
  
HOME ADDRESS:                     
 
HOME PHONE:       WORK PHONE:        SS#:   - -   
 
E-MAIL ADDRESS: _________________________________________________________________________ 
 
DOB:   / /     MARITAL STATUS:                     GENDER:   M   /   F   
 
EMPLOYER NAME AND ADDRESS:              
   
REFERRING DR:          REFERRING PT:          
  
 
 
 PRIMARY INSURANCE COVERAGE 
  
SUBSCRIBER NAME AND ADDRESS:             
 
RELATION TO PATIENT:                 SS#:    - -    DOB:  / /  
 
EMPLOYER NAME AND ADDRESS:                 
 
INSURANCE COMPANY NAME AND ADDRESS:            
 
GROUP #: _________________________________ 
 

SECONDARY INSURANCE COVERAGE 
 
SUBSCRIBER NAME AND ADDRESS:             
 
RELATION TO PATIENT:                 SS#:    - -    DOB:  / /  
 
EMPLOYER NAME AND ADDRESS:                  
 
INSURANCE COMPANY NAME AND ADDRESS:            
 
GROUP #: ________________________________ 
 

RESPONSIBLE PARTY FOR PATIENT: 
 
Name and Address:                 
 
Signature:                                

 
Please write any additional insurance information on the back of this form - Thank You! 







 
TRUE NORTH DENTAL GROUP 

 
OFFICE FINANCIAL POLICY 

 
Payment is due at the time services are rendered.  For your convenience we accept cash, 
personal checks, money orders, Visa, Mastercard, Discover, American Express and Care 
Credit.  Payment plans and financial arrangements can be entered into for comprehensive 
dental treatment prior to commencing care.  A fee of $30.00 will be added to your 
account for any checks returned by your bank. 
 
 
Insurance benefits are determined by your employer, not your dentist.  Insurance is not a 
guarantee of payment; it will not cover all your costs.  Your insurance policy is a contract 
between you and your insurance company.  Payment to True North Dental Group is 
ultimately your responsibility.  We will do our best to maximize all the benefits that you 
are legally entitled to.  As a courtesy we will be glad to file your claim for you.  Please 
provide us with your dental insurance information and required employer. 
 
Unpaid Balances may result in an account being submitted to a collection agency.  
Unpaid balances will be referred to CBM Services, Inc. and will include a 25% fee on the 
balance that will be the patient’s responsibility 
 
 
Continuity and consistency of care are key to maintaining proper dental health.  
Maintaining a relationship with our patients is our first priority.  Individuals who have 
not been seen in the practice within 5 years will be considered a new patient to the office. 
 Your appointment is reserved exclusively for you; therefore courtesy of advance notice 
when you are unable to keep an appointment is appreciated and required.  We reserve the 
right to charge and collect fees for appointments that are cancelled or broken without 24 
hour notice.  Providing advance notice allows other patients who may have been waiting 
for an appointment the opportunity to be seen.  We reserve the right to dismiss any 
patient from the practice who misses or cancels, without 24 hour notice, three or more 
consecutive appointments.  Furthermore, patients who consistently change appointments 
with or without notice may be subject to dismissal.  Cancellations with less than 24 hours 
notice are considered missed appointments.  Appointment changes must be made directly 
through the office, a message may be left on the machine when the office is not open. 
 
I have been given the opportunity to ask questions regarding this policy.  I have read and 
understand the financial policy. 
 
 
Signature:_____________________________________ Date:__________________ 
 
 
 



 
 
 
 
 
        CONSENT FOR TREATMENT 
  
 
 
 
 
 
1. I hereby authorize doctor or designated staff to take x-rays, study models, photographs, and 

other diagnostic aids deemed appropriate by doctor to make a thorough diagnosis of 
_____________________________’s dental needs.  I consent to photography, study models 
and x-rays of the procedure to be performed for use in teaching dentistry and other graphic 
purposes. 

 
2. Upon such diagnosis, I authorize doctor to perform all recommended treatment mutually 

agreed upon by me and to employ such assistance as required to provide proper care. 
 
3. I agree to the use of anesthetics, sedatives and other medication as necessary. I fully 

understand that using anesthetic agents embodies certain risks. I understand that I can ask for 
a complete recital of any possible complications. 

 
4. I agree to be responsible for payment of all services rendered on my behalf or my 

dependents. I understand that payment is due at the time of service unless other arrangements 
have been made. In the event payments are not received by agreed upon dates, I understand 
that a 1-1/2% late charge (18%APR) may be added to my account. If required, I also 
understand a check of my credit history may be made. 

 
 
Patient’s Signature __________________________    Date _____________  
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