
Northridge Dental  

1401 Superior St Suite 5 
Lincoln NE 68521 

402-477-1177 

        Date__________ 

 

Patient Information 

First Name:__________________M.I.:_____Last Name:_________________Date of Birth:_______________ 

       Male  Female Social Security #:_________________Email:_____________________________  

Street Address:_______________________________City:______________State:______Zip:______________ 

Primary Phone_______________________Home/Cell Secondary Phone:_____________________Home/Cell 

Employer:__________________________________ 

Emergency Contact:________________________Phone:_________________Relationship:________________ 

Spouse/Guardian:__________________________Social Security #:______________Date of Birth:__________ 

 

How did you hear about us? (Please circle) Walk-in Yellow Pages Internet Other (please specify)____________ 

Were you referred by a current patient?__________________________________________________________ 

 

Insurance Policy Holder Information 

Name:_________________________ Social Security #:__________________Date of Birth:___________ 

Street:_________________________ City:_____________State:_____________Zip:_________________ 

Phone:_________________________ Employer:_______________Relationship:____________________ 

 

Primary Dental Insurance Company 

Insurance Company:________________ Group #:___________________ Member ID #:__________________ 

 

Secondary Dental Insurance Company 

Insurance Company:_____________________Group #:_______________Member ID #:__________________ 

Policy Holder:__________________________Soc. Sec. #:______________Date of Birth:_________________ 

Employer:_______________________________Relationship:_______________________________________ 

 

 

 



Assignment of Insurance Benefits 
I hereby give authorization to release any information including diagnosis and records of any treatment 
rendered to process my dental insurance claims, and request that payment of benefits be made directly to 
Northridge Dental. I understand I am financially responsible for charges not covered or denied by my insurance 
company. A photocopy of this agreement shall be valid as the original. This authorization is to remain in effect 
until revoked in writing by me or my legal representation. 

X________________________________________________________________________________________ 
Signature of patient or parent/guardian (if patient is a minor)  Date 

Financial Policy and Arrangements 
As a courtesy to our patients, our office will submit insurance claims for the patient-responsible party, however, 
we require that any deductible and/or co-insurances amounts be paid at the time of service. We offer the 
following methods or payment: cash, check, or credit card. If you are unable to pay your portion at the time of 
service, financial arrangements are available. If you have any questions concerning financial arrangements or 
need special arrangements, please ask for assistance prior to services being rendered. 

                   Finance charges- If the entire balance due within 25 days of the first monthly billing date is not paid,  
                     then a finance charge of 1.5% will be assessed each month unless a payment plan is arranged or the  
                     account is paid in full. Failure to keep the account current with regard to your payment arrangements will                           
                     then be considered for collection or legal action. At that time, we will be unable to provide additional  
                     dental services. 

X________________________________________________________________________________________ 
Signature of patient or parent/guardian (if patient is a minor)                        Date 

Acknowledgement of Receipt and Review of Privacy Policies 
I have read and understand the Notice of Privacy Policies. I further understand that if I am unable or choose not 
to sign this document, a staff member will sign their name and date to verify the Notice of Privacy Policies were 
reviewed by me, and if I desire a copy of the Notice of Privacy Policies, or my signed copy of the 
Acknowledgment of Receipt and Review of the Notice of Privacy Policies, I may be given such copy upon 
request. 

X________________________________________________________________________________________ 
Signature of patient or parent/guardian(if patient is a minor)                         Date 

Financial Authorization 
Please indicate the manner in which you wish to handle your account: 

            ____I have no dental insurance. I will pay cash, check, or credit card on the day of the appointment. 

            ____I have dental insurance and will pay my estimated portion of the total. 

    
X________________________________________________________________________________________ 
Signature of patient or parent/guardian (if patient is a minor)                        Date  
Attention: Please give 24 hour notice is you are unable to keep your appointment. If you fail to come to your 
appointment twice, we will no longer be able to appoint you at this office.  

“NO-SHOW POLICY” INCLUDES A FEE OF $50.00 FOR ANY “NO-
SHOW” OF A SCHEDULED APPOINTMENT         

Signature________________________________________________ 
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