
 
At Dental Health we strive to help you personally understand what is necessary to have a 
healthy smile and good chewing forever.  Thank you for helping us serve you by providing 
the following confidential information. 
 
 
Circle one: Mr.  Dr.  Mrs. Ms.  Miss                                                  Today’s date _______________ 
Patient name _________________________________________   Marital Status:                       
Spouse ______________________________________________    Single _____    Widowed _____ 
Address _____________________________________________    Married _____  Divorced _____ 
City_____________________________St________Zip_______     Civil Union______ 
 
Date of Birth ______________   Sex:   Male    Female     SS# _______________________________ 
Home phone ___________________work phone _____________________ cell phone____________________ 
What do you like to be called? _____________________ e-mail _____________________________________ 
 
If patient is under age 18: 
Name of accompanying parent ________________________________    Phone _________________________ 
Address if different from above ________________________________________________________________ 
So that we may better inform you of your child’s necessary treatment, we ask that a parent accompany the child 
to all appointments.   
 
At Dental Health we want to help you to afford the dentistry you desire.  If working payment into your 
budget is a concern our financial administrator will gladly assist you in making a payment plan.  So that you 
may have your necessary care in a timely way we have several payment options available.  We kindly ask that 
payment plans be arranged prior to your treatment date. 
 
Interest is applied to all outstanding balances at 1.5% monthly (18% annually).  Patients are legally responsible 
for all charges associated with their accounts including collection and legal fees. 
 
For those who have dental insurance, we work with all plans and will do our best to help you receive the 
maximum benefit allowed.   
Name of insured employee __________________________________ Date of Birth ______________________                 
Subscriber ID# ___________________ SS# ___________________ Group #____________________________ 
Employer__________________________________________________________________________________ 
Insurance company name ______________________   Insurance phone _______________________________                 
Insurance company claim address ______________________________________________________________ 
 
By signing this document I verify that all information provided is correct and current. Also, I give permission 
for Dental Health to send necessary x-rays and information to my insurance company and or any specialist I 
must see by referral. 
 
Signature _____________________________________ Date ________________________________________ 
 
 
Thank you for your time and for coming to Dental Health.   
Dr. David Neumeister and Dr. Tom Heydinger 
 


