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Bell Dental
Dr. Kenny Bell & Dr. Steven Kaebnick

ABOUT YOU

Today’s Date: / /
Patient Name:

Last First MI
Name you prefer to be called:
Birthdate: / / Age:
Social Security Number: - -
Mailing Address:

City State Zip
Home Phone:

Cell Phone:

Work Phone :

E-mail:
Referred By:
Employer:

Occupation:

Status: Minor _ Single Married  Divorced  Separated  Widowed

Spouse’s Name:

Do you have children? Yes No How Many?

WHAT WOULD YOU LIKE TO IMPROVE
ABOUT YOUR SMILE?

Whiten teeth

Straighten teeth

Close Spaces

Replace silver fillings with tooth colored fillings

Repair chipped teeth

Replace missing teeth

Replace old crowns that don’t match other teeth

Other:

Name of previous dentist

City & State

Phone Number

INSURANCE INFORMATION
PLEASE PRESENT YOUR INSURANCE CARD AT TIME OF VISIT
Primary Dental Insurance:

Insurance Company:

Name of Policy Holder:
Insured’s Birthdate: / /
Policy Number:

Group Number:

Social Security Number: - -

Insured’s Employer:

[s there secondary Dental Insurance? Yes No

If so, please list Insurance Co. name?

I hereby authorize assignment of my insurance rights and
benefits directly to the provider for services rendered. I authorize
release of information to insurance company. I fully understand I am
solely responsible for any balance not paid by my insurance
company. We request that co-payments and/or full payments
(should the insurance company require checks being sent to the
insured directly) are paid at the time of service. Convenient payment
plans are available if necessary.

ACCOUNT INFORMATION
PERSON ULTIMATELY RESPONSIBLE FOR ACCOUNT:

We file your insurance as a courtesy: It is not the
responsibility of our office to know about each patient’s
individual insurance benefits/policies. We would be
happy to answer questions you may have, however, please
make it a point to familiarize yourself with your
insurance.

PLEASE NOTE: A service charge of 3.0% per month (36% annually)
will be applied to all past due accounts. There will be a $25.00 service
charge applied to all returned checks. Should my account enter
collection procedures, I understand that Bell Dental reserves the right
to collect any fees incurred in the collection of my account, including
but not limited to attorney’s fees, collection agency fees and billing
fees. There will be a $45.00 fee assessed for any late cancellations (24
hrs. or less) or failed appointments.

TREATMENT AUTHORIZATION: I hereby authorize the Dentists
and staff at Bell Dental to administer dental treatment to the best of
their professional knowledge, and to administer such drugs or
anesthetic agents as they deem necessary in said treatment or in an
emergency situations.

Signature: Date: /[ /
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