
Were you referred to us from another dental office?
Dentist’s name:______________________________________________________________________________

PLEASE LIST ALL YOUR MEDICATIONS: ...............................................
...........................................................................................................
...........................................................................................................
...........................................................................................................
...........................................................................................................



I authorize the release of any dental or medical information necessary to the process claims, and I authorize
payment of benefits to Delicate Dental for services rendered. I authorize the use of my signature for process-
ing of benefits.

is available at check-in. Please take it with you and review at your convenience.

The office’s “Notice of Privacy Practices” have been made available and I have read the above disclaimer
and agree to all terms. 

May the Drs / Staff text you for follow-up regarding your care?__________

Thank you for choosing Delicate Dental.It is our goal to provide the finest care possible,
This information will explain how we well help you take care of your financial needs.


