
WEST 85TH DENTAL UPDATED JNFORMA TION 

Name:. ____________________ Preferred Name:. ____________ _
FIRST NAME LAST NAME 

Male: __ Female __ DOB:. _________ _ Single __ Married __ Divorced. ___ Widowed __
Day Month Year 

Home Address: 
·------------------------------------

Number Street City Postal Code 

Phone Numbers: Home: ___________ Cell: __________ Work:. ________ _

EMAIL ADDRESS: REQUIRED:. ____________ _ 

PLEASE INDICATE BY CIRCLING IF YOU HAVE EXPERIENCED ANY OF THE FOLLOWING: 

-

PRIMARY & SECONDARY INSURANCE INFORMATION 

Are there any changes to your current Primary or Secondary Insurances: Yes __ _
If yes, please see reception with new information.

AUTHORIZATIONS: 

No

I AFFIRM THAT THE INFORMATION THAT I HAVE GIVEN IS CORRECT TO THE BEST OF MY KNOWLEDGE. 

This information will be held in the strictest of confidence and it is my responsibility to inform this office of any changes in my 
Medical status. I authorize the dental team to perform the necessary dental services that I may require. 

SIGNATURE: _____________________ _ DATE: ____________ _

Next Page 



VVEST ssn-: DENTAL Flf\lANCIAL AGREEMENT 

PLEASE INITIAL BY EACH BOX TO IND/CA TE YOU HAVE READ THESE POLICIES. 

Due to recent legislation, you are covered under the privacy act; your information through your insurance provider is confidential and therefore 

will not be release to our office. We urge YOU to become familiar with any dental benefits you may have. The office will not be pre-determining 

your bosic dentistry. If you or your insurance company requires pre-authorization, we will be happy to provide you with the information, with the 

results only coming directly to you. Ultimately if there is a problem with your insurance, it is your responsibility. 

PLEASE CHOOSE: OPTION 1 OR OPTION 2 

Option 1 Non Assignment (Non Direct Billing) 

o All accounts are paid in full by you at the time of service. The insurance claim is sent off

Electronically by our office at the time of the appointment. The insurance will reimburse you

In as little as 3 days, if you have direct deposit with your insurance carrier, or within a week

If receiving cheques from your insurance provider

Option 2 Assignment (Direct Billing) 

o West 85th Dental will accept direct payment from your insurance company, leaving you to pay to the remaining difference,

after we have sent off the claim electronically to your insurance carrier. In order for our office to do this we require the

following:

Any portion not covered by insurance must be paid at time of service 

Patients are responsible for any outstanding balances after insurance has paid 

We require a Valid Credit Card on Fite 

I authorize West 85th Dental to place through any outstanding balance automatically on my Credit card: 

VISA: 

MC: 

_______________________ EXPIRY DATE: ____ CVI:

------

EXPIRY DATE: CVI: 

If you have two insurance plans, we will take the primary with the secondary insurance payment going to you directly, therefore you 

will be paying the difference from primary to secondary. 

The secondary insurance plan payment goes directly to you. We will be happy to do the paperwork for you. If we are required to send 

off a manual claim to your insurance company, we require a signature on file. Please be aware that we do not hold claims after 45 

days. 

0 

LA TE OR MISSED APPOINTMENT FEE 

we do our best to respect our patient's time and in turn ask for the same courtesy. Therefore our office requires 48hours - 2 

business days to change or reschedule a scheduled appointment. If we are not provided with such notice, a fee of $50.00 will 

be charged. This fee must be paid prior to any further appointments. 

SIGNATURE: ______________ DATE: _______ _ 

------------------------ ... --
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