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Patient Full Name: ________________________ _ 

Preferred Nickname: (if any) ______ .Sex: M F Date of Birth ____ _ 

Home Phone No.: ______ Work _____ Cell ________ _ 

E-mail Address: _________________________ _

Preferred Contact Method (please check one): Home_ Work_ Cell _ E-mail _ 

Home Address: _________ City: _____ State: ___ Zip: ____ _ 

Social Security No.: _____________ D.L. #: _________ _ 

Single_ Married _ Divorced _ Separated _ Widowed _ 

Employer Name: _________________________ _ 

ACCOUNT INFORMATION (Policy Holder) 

Who is responsible for this account: 

Relationship to patient: _______ SS #: ___________ _ 

Dental Insurance?: Yes No D.O.B. _______________ _ 

Name of Dental Insurance Co.: ____________________ _ 

Group No.: __________ I.D. No.: ______________ _ 

Phone No. of Insurance Co.: 

Address: ___________ City _______ State: ___ Zip: __ _ 

Employer: _____________ Employer Phone No.: ________ _ 

Names of Covered Dependents: ____________________ _ 

Whom may we thank for inviting you to our practice? ___________ _

EMERGENCY CONTACT: _________________ _

37-G Calumet Parkway Suite #201, Newnan, Georgia, 30263
770-683-6030





IMPORTANT INFORMATION
Appointments

We consider it a firm commitment when you schedule an appointment with our office as we have 
reserved space for you on our schedule. As a courtesy we also contact you prior to the appointment 
to remind you. If you are not able to keep this appointment, we require that you call us 24 hours in 
advance so that we may utilize this time for the benefit of our other patients. Please be sure to 
confirm your appointment, otherwise it may not be guaranteed. We do charge$50 for a missed 
appointment. However, should you miss/cancel multiple appointments we will need to consider 
other options, such as $50 to $100 dollars deposit to re-schedule. If you are 15 minutes late for any 
appointment, we reserve the right to reschedule you.

Health Information

Your health information will be used only for the purpose of providing treatment and obtaining 
payment from your insurance company. Our HIPPA Privacy Policy is available for your review. If 
you desire a hard copy, please notify our front desk. By my signature below, I acknowledge that I 
have been made aware of the HIPPA policy for Gentle Dentistry of Newnan, PC.

Payment Policy/Insurance Policy

As a courtesy, we will file your primary insurance for you. Should your insurance company fail to 
pay us within 65 days for reasons beyond our control, you will be responsible for your charges. 
Your estimated portion is due at the time of your treatment. By my signature below, I acknowledge 
that I agree to this policy.

Amalgam/Composite Fillings

We do NOT use amalgam (silver) fillings at Gentle Dentistry of Newnan, PC as they require more 
aggressive removal of tooth structure. Gentle Dentistry of Newnan, PC does Composite
(tooth colored) fillings which are slightly higher in cost but preserve more of your tooth. Your 
insurance company may choose to pay for amalgam fillings only. You will be responsible for this 
cost difference, if applicable. Insurance coverage is ONLY an estimation. Guarantor is
responsible for ALL treatment NOT covered by insurance.

________________________________________________________________________
Signature Required Date



Statement of Financial Policy for Professional Services

1. Our relationship and our contract is with you. We do not provide dental services to your 
insurance company and have no responsibility to the insurance company. We will not 
compromise your dental care to satisfy insurance company recommendations. 
Initials_______

2. As a courtesy, we will file your claims with your primary insurance policy. If you have a 
second insurance, once you have received a response from your primary insurance 
company you should then send a copy of this response to your second insurance, they 
will pay you directly. Initials______

3. Cancellation Policy: We require you to inform our office of the cancellation or 
rescheduling of any appointments at least 24-hour business day before the appointment 
Upon a broken or second canceled appointment, there is $50 to
$100 dollar deposit required to reschedule. Due to the nature of dentistry and the 
advance planning of treatment, such notice is mandatory. Shorter notices prevent us from 
efficiently operating our practice and unfairly prevent other patients from 
receiving needed care. Initials__________

4. The patient understands and agrees that he/she is responsible for all amounts due. After 90 
days past due we turn all accounts over to an outside debt collection service which may 
negatively impact your credit score. Initials________

5. Customer Pricing Notice: There is a 3.5% surcharge applied on all credit card transactions, 
exceptions are debit cards and flex spending cards.

I have read and understand the above. I understand that I may receive a copy of this 
form upon request.

Patient Name: ____________________________________________________________      

Signature of Patient or Guardian: ____________________________________________

Date: ___________________
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