
Welcome, and thank you for selecting our dental healthcare team!  
We will strive to provide you with the best possible dental care.  To help us meet all your dental healthcare 
needs, please fill out this form completely in ink.  If you have any questions or need assistance, please ask 
us . . . we will be happy to help. 

Patient #: 

Soc. Sec. #: 

Patient Information (Confidential) Date: 

Name Date of Birth: Home Phone: 

Address City/State Zip Code: 

Check Appropriate Box:       Minor           Single           Married           Divorced           Widowed           Separated    

Work Phone: 

Business Address: City/State: Zip Code: 

Employer: Work Phone: 

If Patient is a Student, Name of School/College: City/State: 

Whom may we thank for referring you? 

Person to contact in case of emergency: Phone: 

Email Address: 

Responsible Party 

Name of person responsible for this account: Relationship to Patient: 

Address: Home Phone: 

Date of Birth: Financial Institution: 

Employer: Work Phone: 

Is this person currently a Patient in our office?      Yes           No            

Insurance Information 

Name of Insured: Relationship to Patient: 

Date of Birth: Soc. Sec. #:  Date Employed: 

Name of Employer: Work Phone: 

Address of Employer: City/State: Zip Code: 

Insurance Company: Group #:  Union or Local #: 

Ins. Co. Address: City/State: Zip Code: 

How much is your deductible: How much have you used: Max. Annual Benefit: 

Do you have any additional insurance?     Yes           No           If yes, complete the following: 

Name of Insured: Relationship to Patient: 

Date of Birth: Soc. Sec. #:  Date Employed: 

Name of Employer: Work Phone: 

Address of Employer: City/State: Zip Code: 

Insurance Company: Group #:  Union or Local #: 

Ins. Co. Address: City/State: Zip Code: 

How much is your deductible: How much have you used: Max. Annual Benefit: 
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____________________Cancella�on Policy______________________ 

 

We understand that unplanned circumstances can come up and you may need to cancel an 
appointment. If that happens, we respec�ully ask for scheduled appointments to be cancelled 
at least 24 hours in advance. 

Our doctors and hygienists want to be available for your needs and the needs of all our pa�ents. 
When a pa�ent does not show up for a scheduled appointment, another pa�ent loses an 
opportunity to be seen. Although we have always had a cancella�on policy, circumstances have 
caused us to enforce a policy of charging for no show appointments not cancelled within 24 
hours. 

AS OF AUGUST 1, 2023, THERE WILL BE A CANCELLTION FEE OF $75 IF WE DO NOT RECEIVE A 
CALL TO CANCEL AN APPOINTMENT 24 HOURS IN ADVANCE.  

 

Thank you for being a valued pa�ent and for your understanding and coopera�on as we enforce 
this policy.  

 

The staff at Desenze Den�stry and associates  

 

_____________________________________                                          _____________________ 

Signature                                                                                                             Date 
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Financial Policy 
 
 
Thank you for choosing Dr. Philip S. DeSenze.  Our primary mission is to deliver the best and 
most comprehensive dental care available.   
 
An important part of our mission is making the cost of optimal care as easy and manageable as 
possible for our patients by offering several payment options. 
 
Please note that payment for all dental treatment is due at the time of service.  For treatment 
requiring several appointments, the total payment due may be divided by the number of 
appointments need to complete your treatment. 
 
We accept the following forms of payment: 

• Cash 
• Personal Check through a local bank 
• Visa 
• Mastercard 
• American Express 

 
Financing is also available through Care Credit.  This payment plan offers our patients way to pay 
for the costs of many dental treatments and procedures and allows you to make convenient monthly 
payments. No interest promotional financing options are available. 
 
For our patients with dental insurance, we will be happy to file your claims for you through your 
insurance company.  All patients are responsible at the time of service for any portion of their care 
that is not covered by insurance. 
 
 
 
 
 
Patient (or Legal Guardian) Signature      Date Signed 
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I, ___________________________________________, give Philip S. DeSenze, DDS and/or any member of 
his professional staff, permission to contact me by cell phone, email, home phone and home address to 
schedule, send reminders to confirm an appointment, to inform me about in-house promotions, and/or 
to receive important dental information. 
 
 

 
 

Cell Phone: 
 
 

 
 

Email Address: 
 
 

 
 

Mailing Address (Line 1): 
 
 

 
 

Mailing Address (City/State/Zip): 
 
 

 
 

Home Phone: 
 
 
 
 
 

 
 

Signature: 
 
 

 
 

Date Signed: 
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Acknowledgement of Receipt of Notice of Privacy Practices  

 
Patient Name:                ____________ 
 
Patient Address:            ____________________________________________________________ 

 

I have received a copy of the Notice of Privacy Practices for the above named practice. 
 
 
 

Signature Date 
 
 
If you are the legal representative of the patient, please print the patient’s name and describe your 
authority: 
 
 

 
 

For Office Use Only 
 

 

We were unable to obtain a written acknowledgement of receipt of the Notice of Privacy 
Practices because: 

 An emergency existed & a signature was not possible at the time. 

 The individual refused to sign. 

 A copy was mailed with a request for a signature by return mail. 

 Unable to communicate with the patient for the following reason: 

_________________________________________________________________________ 

 The patient was unable to sign for the following reason: 

_________________________________________________________________________ 
 

 Other:  ___________________________________________________________________ 
 

Prepared By:           
 

Signature:    
 

Date:    
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