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Insurance Subscriber

Social Security #

Social Security #

Member/Subscriber ID # Group # Contract #



Date

I certify that I, and/or my dependent(s), have insurance coverage with Insurance Company Name:  
and assign directly to Dr. Stoycheva and/or First Place Dentistry all insurance benefits, if any, otherwise payable to me for 
services rendered.  I understand that I am financially responsible for all charge whether or not paid by insurance.  I authorize the 
use of my signature on all insurance submissions.

The above name dentist/dental clinic may use my health care information and may disclose such information to the above names 
insurance company(ies) and their agents for the purpose of obtaining payment for services and determining insurance benefits or 
the benefits payable for related services.

Signature of Patient, Parent, Guardian, or Personal Representative Date

Relationship to PatientPrint Name

Acknowledgement of Receipt of Notice of Privacy Practices
*You may refuse to sign this acknowledgement*

I, the undersigned, have received a copy of First Place Dentistry’ Notice of Privacy Practices.

Patient’s Signature: Date:

// For Office Use Only //

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not 
be obtained because:

Communication barriers prohibited obtaining acknowledgement

An emergency situation prevented us from obtaining acknowledgement

Other, please specify:

Individual refused to sign







All guests are expected to pay in full for all services at the time of service.

Thank you for choosing First Place Dentistry for your dental needs. The following 
is a statement of our financial policy. Please read and sign prior to treatment.

Patient Signature

Fees are due and payable upon treatment with cash, check, bank card or insurance.

If extended payments are needed, we offer a finance plan with up to 12 months of interest free loans on 
approved credit.

To uninsured guests, for treatment plans greater than $500.00, a 5% courtesy will be given for payment 
made in full with cash or check prior to treatment.

Most insurance plans will permit the direct assignment of your benefits to our office. We accept insurance 
assignment and your out-of-pocket expense at the time of treatment will only be what the insurance does 
not cover. However, insurance rarely covers 100% of dental treatment. 
You are responsible for any fees that insurance does not cover.

For additional convenience, with your written permission, we can keep your Credit Card account number 
on-file, for an express service every time you need to make a payment.

Date

Financial  Pol icy

Init ial  Visit

Financial  Options

Insurance Assignment

Express Check-Out


