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PATIENT REGISTRATION

DATE 2/22/2018

First Name:

ID:

Patient Is: Policy Holder Responsible Party

Last Name: Middle Initial:

Preferred Name:

Chart ID:

Responsible Party ( if someone other than the patient )

First Name: Last Name: Middle Initial:

Address: Address 2:

City, State, Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Birth Date: Soc Sec: Drivers Lic:

Responsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder

Patient Information

Address: Address 2:

City: State / Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Sex: Male Female Marital Status: Married Single Divorced Separated Widowed

Birth Date: Age: Soc Sec: Drivers Lic:

E-mail: I would like to receive correspondences via e-mail.

Section 2 Section 3

Employment
Status:

Full Time Part Time Retired

Student Status: Full Time Part Time

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg:

Referred By:

Emergency Contact:

Contact Phone:

Primary Insurance Information

Name of Insured: Relationship to Insured: Self Spouse Child Other

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits: Rem. Deduct:

Ins. Company:

Address:

Address 2:

City, State, Zip:

Insured Birth Date:

Employer:

Other

Insured Soc. Sec:

Address:

Rem. Benefits: Rem. Deduct:

Address 2:

City, State, Zip:

Secondary Insurance Information

Name of Insured: Spouse ChildRelationship to Insured: Self

Ins. Company:

Address:

Address 2:

City, State, Zip:







Effective April 1, 2017 

FINANCIAL POLICY 
DR. CHELSEA MASON DENTAL 

 
Thank you for choosing us as your dental care provider. We are committed to your treatment being successful. 
Please understand that payment of your bill is considered part of your treatment. The following is our financial policy 
which we require you to read, understand and sign prior to any treatment.  All patients must complete our Medical 
History, Dental History and Insurance Information forms before seeing the doctor.  
 

● FULL PAYMENT IS DUE AT THE TIME OF SERVICE. 
● WE ACCEPT CASH, CHECKS, OR ALL MAJOR CREDIT CARDS. 
● WE OFFER EXTENDED PAYMENT PLANS WITH PRIOR CREDIT APPROVAL THROUGH APPROPRIATE LENDING INSTITUTIONS. 
● ANY UNPAID BALANCE ON YOUR ACCOUNT EXCEEDING 30 DAYS PAST DUE WILL BE SUBJECT TO A SERVICE FEE OF 1 ½% 

PER MONTH (18% ANNUAL). 
 

TO OUR PATIENTS WITH DENTAL INSURANCE, YOU ARE MOST FORTUNATE; REGARDING INSURANCE REIMBURSEMENT: 
This office is happy to cooperate with families who are covered by dental insurance.  We only ask that you read and 
understand your policy to be sure that you are aware of any limitations of benefits provided. 
 

DENTAL INSURANCE IS DESIGNED TO ASSIST IN THE COST OF CARE, BUT NOT ELIMINATE IT ENTIRELY. 
We will gladly complete forms pertaining to your claim. This involves a great deal of paperwork, but we are happy to 
provide this service, because we realize how important it is for our patients. We accept direct insurance payments 
from most major dental insurance carriers. We have no control over what may be covered or the length of time the 
insurance company takes to process the claim. Since your dental insurance is a contract between you and your 
insurance company, the ultimate responsibility rests on you for any dental charges incurred. If your insurance 
company has not paid your account in full within 45 days, payment in full of the balance will be your responsibility. 
Your co-payments (the portion not paid under your insurance plan) and deductible are due prior to/at the time of 
treatment.  Please feel free to discuss your dental insurance coverage with us. 
 

ADULT PATIENTS: 
Adult patients are responsible for full payment at the time of service. 
 

MINOR PATIENTS: 
The adult accompanying a minor and parents (or guardian of the minor) are responsible for full payment. For 
unaccompanied minors, non-emergency procedures will be denied unless charges have been pre-authorized to an 
approved credit plan, major credit card, or payment by cash or check at the time of treatment has been verified. 
 

MISSED APPOINTMENTS: 
We respect your time and ask that you reciprocate. When we schedule the appointment for your service, we are 
reserving that time specifically for you, rendering that time unavailable for any other patient that may need our 
services. Please have the courtesy to inform us in advance if you are unable to keep your specific appointment time. 
Unless informed at least 24 hours in advance, our policy is to charge for missed appointments at the rate of $70.00 
per visit. Please help us serve you better by keeping scheduled appointments and arriving on time. 
 
Thank you for understanding our financial policy.  Please let us know if you have any questions or concerns. 
 
I understand that where appropriate, credit bureau reports may be obtained. I have read and agree to the Dr. Chelsea 
Mason Dental Financial Policy. 
 
X__________________________________________ ______________________ 
Signature of responsible party     Date 
 
X__________________________________________ ______________________ 
Signature of co-responsible party     Date 



Effective April 1, 2017 

GENERAL CONSENT FOR TREATMENT 

DR. CHELSEA MASON DENTAL 

I authorize Dr. Chelsea Mason and her designated staff to perform examinations for the purpose of dental cleanings, 
general dentistry, cavity detection, diagnosis and treatment planning, which may include filling of cavities, tooth 
extraction, crown preparations, and/or other treatments.  Furthermore, I authorize the taking of all x-rays, study 
models, digital scans and photographs required as a necessary part of this examination. In addition, if medically 
necessary, I authorize the release of any information acquired in the course of my examination and treatment.   
 
I understand the nature of my dental condition(s), the potential consequences of this condition if left untreated and the 
likelihood that these consequences will actually occur.  I understand the appropriate treatment and alternative 
treatment options for my condition, the risks involved with each of these treatment options and their likelihood of 
occurring.   
 
I was given the opportunity by Dr. Mason to ask questions regarding my condition and the suggested treatment and 
the treatment alternatives.  I understand that if I have any further questions or concerns to contact Dr. Mason.  I 
understand that I can discuss any additional questions or concerns, and she has answered all my questions to my 
satisfaction.   
 
I understand that I could obtain a second opinion and/or further consultation from another dentist if I so desire.  At no 
time did Dr. Mason provide me with any warranty or guarantee as to the specific results of the proposed treatment for 
my condition. 
 
Taking all of the above information into consideration, being at least 18 years of age and otherwise competent to 
make my own medical decisions and fully understanding the nature and possible consequences of my dental 
condition, the course of treatment and the risks inherent in such treatment, I consent to the recommended dental 
treatment.  
 
 
X__________________________________________ ______________________ 
Signature of responsible party     Date 
 
X__________________________________________ ______________________ 
Signature of co-responsible party     Date 
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