
MARSHPOINT DENTISTRY 

Patient Registration, Financial Agreement, and Treatment Consent Form 

 

Section 1: Patient Demographics & Insurance Information 
Patient Demographics Insurance Information 
Full Name: _______________________________     Employer: _______________________________ 
Date of Birth: //______                                                     Insurance Company: ______________________ 
Address: _______________________________         Member ID: ______________________________ 
City: _____________ State: ____ ZIP: ______           Group Number: __________________________ 
Phone Number: ________________________          Insurance Co. Phone: _____________________ 
Email: _______________________________              Who is Insured (if not patient, include DOB):          
Emergency Contact Name: ________________     _________________________________________ 
Emergency Contact Phone: ________________    _________________________________________ 
SSN:   ____________________________________ 

 

Section 2: Office Financial Agreement 

We are committed to providing you with the highest quality dental care. To assist with your 
treatment costs, we will work diligently to maximize your insurance benefits by submitting claims 
on your behalf and advocating for coverage where applicable. However, please understand the 
following:  

• Patient Responsibility: I acknowledge that I am ultimately responsible for the full cost of all 
dental services provided, regardless of insurance coverage. This includes situations where 
my insurance deems a procedure not necessary, not covered, or denies payment for any 
reason (e.g., pre-existing conditions, annual limits, or exclusions).  

• Estimates: Any cost estimates provided are based on available insurance information and 
are not a guarantee of payment by my insurer.  

• Payment Terms: Payment is due at the time of service unless other arrangements are made 
in advance. I agree to pay any outstanding balance promptly, including fees for missed 
appointments or late payments as per office policy. 

I have read and agree to the financial terms outlined above. 

 

 
Signature: ___________________________ Date: ______ 

 

 

 


