
Welcome to Elkins Dental 
 

 

Patient Registration                     Date____________________ 

 

Patient Information 

 

First Name (Legal):________________Middle Initial: _____ Last Name:  ____________________ 

Preferred Name: ________________________ Referred by: _________________________________ 

Address: __________________________________ Mailing Address: __________________________ 

City, State, Zip:  ______________________________________________________________________ 

Home phone: __________________ Work:  _____________ Ext: _______ Cell:  _________________ 

□ I would like to receive correspondence via email. Email Address:  __________________________ 

Male____ Female____   Marital Status: Married____ Single ____ Divorced ___ Widowed _____ 

Birth Date: _____________ Age: _____ Social Sec: ____-____-_____ DL Number:  _____________ 

 

Employment Status:  Full Time _____ Part Time: _____ Retired: _____ 

Student Statue:  Full Time _____ Part Time _____ 

Employer: _______________________________Employer Phone: ____________________________ 

Spouses Legal Name: _____________________________________ Social Sec: _____-_____-______ 

Spouses Employer: _____________________________ Employer Phone:  _____________________ 

Emergency Contact: ________________________________ Phone: ___________________________ 

 

Parent or Legal Guardian Information 

 

First Name (Legal):___________________Middle Initial: _____ Last Name: __________________ 

Preferred Name: _____________________ Referred by:  ____________________________________ 

Address: __________________________________ Mailing Address:  __________________________ 

City, State, Zip: ________________________________ Email Address:  _______________________ 

Home phone: __________________ Work:  ___________ Ext: _______ Cell: ____________________ 

Male____ Female____   Marital Status: Married____ Single ____ Divorced ____ Widowed  ____ 

Birth Date: ___________ Age: _____ Social Sec: _____-_____-______ DL Number: _____________ 

 

Employment Status:  Full Time _____ Part Time: _____ Retired: _____ 

Student Statue:  Full Time _____ Part Time _____ 

Employer: _____________________________ Employer Phone: ______________________________ 

Spouses Legal Name: _____________________________________ Social Sec:  _____-_____-______ 

Spouses Employer: _____________________________ Employer Phone:   _____________________ 

 

Primary Insurance Information 

 

Name of Policy Holder: _________________________ Relationship to Patient: ________________ 

Policy Holder ID # or Social Sec: ______-______-_______ Insured Birth Date: ________________ 

Employer: _______________________ Insurance Company Name:  __________________________ 

 

Secondary Insurance Information 

 

Name of Policy Holder: _________________________ Relationship to Patient:   _______________ 

Policy Holder ID # or Social Sec: ______-______-_______ Insured Birth Date: ________________ 

Employer: _______________________ Insurance Company Name:  __________________________ 

 

 



Financial Agreement 

Thank you for choosing Elkins Dental. We are committed to excellence, and we feel that you deserve nothing 

less when it comes to your dental health. We use the best materials and techniques available in order to provide 

you with the quality you have come to expect from us. 

 We believe that our relationship with you, as with all relationships, needs to have open and clear 

communication. We will try to communicate all of your dental needs and estimate your financial information as 

soon as it becomes evident. We want you to be as informed as possible to help you in your decisions concerning 

your dental health.  

Payment is expected at the time treatment is performed. As a courtesy to our patients with dental benefits we will 

submit your claims to your insurance company. Any portion that is not expected to be covered by these benefits 

is the responsibility of the patient and is due at the time services are rendered. This amount will include 

deductibles and co-payments. If benefit amounts are less than expected, you will be billed for the differences and 

payment is due within 90 days.  

Dental benefits are contracts between the policy holder and the insurance company. We will make every effort to 

assist you with any benefit questions, however we suggest that you be aware of individual policy clauses, such as 

waiting periods and of what benefits you have available. Ultimately, you are responsible for any unpaid balance. 

We want you to be comfortable with our team. If you ever have any questions about your dental treatment, 

financial or insurance questions, or any concerns at all, we ask that you notify us as soon as possible. We will be 

glad to clarify any uncertainties that may arise.  

Marital status is not a consideration under any circumstances. Decreed custody or lack thereof, does not alter any 

financial responsibility. The parent accompanying the child/minor on the day of service will be considered the 

responsible party. We will gladly provide you with copies of statements, which you may need to provide to the 

other parent for reimbursement.  

There is a $35.00 charge for all returned checks. If a check is returned and not paid within 7 days of return date, 

legal action may be taken for collection. Any costs associated with collection of returned checks will be assumed 

by you. 

In the event that your account becomes delinquent, you will be responsible for all collection fees, attorney fees, 

and court costs. 

For your convenience we do accept many forms of payment including cash, check, Visa, Mastercard, American 

Express, and we also offer third party financing, which includes interest free programs. Ask our staff for details. 

Broken Appointment Policy 

We understand how valuable your time is, so we make every effort to remain on time. We do not double book 

our reservations. We feel that you deserve our complete and focused attention so that we may provide the best 

care possible. Your scheduled appointment is reserved exclusively for you. We have a 24 hour cancellation 

policy in order to provide you with this personalized attention. We understand that circumstances may arise that 

require a reservation to be rescheduled.  If sufficient notice is not given, your account will automatically be 

charged a $50.00 missed reservation fee. We ask that you make every effort to keep your reserved time.  

Notice of Privacy Practices 

I have received a copy of this office’s Notice of Privacy Practices 

Electronic Communication 

I agree that Elkins Dental may communicate with me electronically at the e-mail address/phone number 

provided. 

Photo Release 

I hereby authorize Elkins Dental to take photographs, slides, and/or videos of me. I understand that my name 

and/or photos may be used for social media announcements of winners and/or for any marketing purposes. I do 

not expect compensation, financial or otherwise, for the use of these photographs. 

 

 

Patient’s Printed Name  

 

____________________________________________________________________________Date________________ 

 

 

Patient, Parent/ Legal Guardian Signature  

 

_____________________________________________________________Date __________________ 



 


