
BRIGHTON DENTAL GROUP 

1607 Commonwealth Ave, Unit 3, Brighton MA 02135 

Telephone: (617)782-5455 Fax: (617)782-5452 
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PATIENT INFO INSURANCE INFO 

Date: __ �'--�'-- Primary Dental Insurance 

Patient Name: _____________ _ Co. Name: _________________ _ 
LAST FIRST MI 

Address: ____________ _ _ __ _ 
Prefer To Be Called: _ __ ---<0

___. 
Single O Married 

Date of Birth: __ -'-/ __ �/ __ _ Age: ___ _ CITY STATE ZIP 

SS#: _______ _ □ Male □ Female Phone#: _______ Group #: ______ _ 

Mailing Address: _____________ _ Insured's ID#: ____________ _ __ 

Insured's Name: ______________ _ 
CITY STATE ZIP 

Relation: _____ Date of Birth: ______ _ 
Home Phone#: _____________ _ 

Insured's Employer: ____________ _ 
Work Phone#:�--------- Ext: 

Secondary Dental Insurance 
• Cell Phone #: _____________ _

Co. Name: --------------------

Best Time to Call: ____________ _
Address: ________________ _ 

E-mail Address: ____________ _

Emergency Contact: ___________ _ CITY STATE ZIP 

Name Phone# Phone #: _______ Group#: ______ _ 

Employer: _______________ _ Insured's ID#: ______________ _ 

Employer's Address: ______ _ _ _ __ _ Insured's Name: _______ _______ _ 

CITY STATE ZIP 
Relation: ____ _ Date of Birth: _____ _ 

Occupation: ________________ : 
....................................................... � 

Insured's Employer: ____________ _ 

OFFICE USE ONLY-Effective Insurance Coverage Confirmation 

Date: __ �/ ___ /___ Deductible: Individual _____ Family _______ _ 

Annual Maximum ---------------------Phone#: --------------

Spoke to ___________ _ Ortho Coverage __________________ _ 

Type I ___________ _ Missing Tooth Clause _____ __________ _ 
• 1··, 

Type II _________ � Waiting Periods __________________ _ 

Type III--------�- Implants ____________ • _________ _ 

Note: _____________ �
c--

--,-------,-------------------

Completed By ___ ---:..,-;-,,--- - ------------- ------ ------





BRIGHTON DENTAL GROUP
______________________________________________________ 

Dedicated to Improve and Personalize Oral Health Care 

1607 Commonwealth Ave ● Unit 3 ● Brighton, MA 02135 
Ph: 617 782-5455 Fax: 617 782-5452

Appointments 
The Office is open: Tuesday: 8am-2pm 

Saturday: By appointment
Mon/Wed/Thur/Fri: Closed 

Please call (617) 782-5455 for an appointment.
In order to better serve you, our office will be closed occasionally so our doctors and staff may attend 
continuing education programs and professional seminars to increase our skills and knowledge of the latest 
technology, techniques and practice management.  

Cancellations  
Our primary goal is to assist you in attaining and maintaining optimal oral health. Therefore, your 
appointment time is reserved exclusively for you. We trust that no change in your appointment will be 
necessary and we will call you 24 hours in advance to confirm your reserved time. Should an unforeseen 
circumstance cause you to need to change your reserved appointment, we ask that you give us 24 hours 
notice.  
If you fail to keep an appointment or give less than 24 hours notice for a cancellation, there 
will be a $50.00 charge.  
If you fail to show for two appointments or give less than 24 hours notice for a cancellation, you may be 
dismissed from the practice.  
Changes in Medical History  
To protect your health, please advise us of any changes in your medical health history, changes in or 
addition of prescription/other medication, any surgeries or hospitalizations since your last visit. 

Consent for Services 
As a condition of your treatment by this office, financial arrangements must be made in advance. The practice depends 
upon reimbursement from the patients for the costs incurred in their care and financial responsibility on the part of each 
patient must be determined before treatment.  
All emergency dental services, or any dental services performed without previous financial arrangements, must be paid 
for in cash at the time services are performed.  
There will be a $25 duplication charge for x-rays and records.  
Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and 
that he or she is personally responsible for payment of all dental services. This office will help prepare the patients 
insurance forms or assist in making collections from insurance companies and will credit any such collections to the 
patient's account. However, this dental office cannot render services on the assumption that our charges wili be paid by 
an insurance company.  
A service charge of 1½% per month (18% per annum) on the unpaid balance will be charged on all accounts exceeding 
60 days, unless previously written financial arrangements are satisfied.  
I understand that the fee estimate listed for this dental care can only be extended for a period of six 
months from the date of the patient examination.  
In consideration for the professional services rendered to me, or at my request, by the Doctor, I agree to pay therefore 
the reasonable value of said services to said Doctor, or his assignee, at the time said services are rendered, or within 
five (5) days of billing if credit shall be extended. I further agree that the reasonable value of said services shall be as 
billed unless objected to, by me, in writing, within the time for payment thereof. I further agree that a waiver of any 

breach of any time or condition hereunder shall not constitute a waiver of any further term or condition and I further 
agree to pay all costs and reasonable attorney fees if suit be instituted hereunder. I grant my permission to you or your 
assignee, to telephone me at home or at work to discuss matters related to this form.  
I have read the above conditions of treatment and payment and agree to their content 

________________________________________Date___________________  Relationship with Patient:____________ 
Signature of Patient, Parent or Guardian    



BRIGHTON      DENTAL       GROUP
Dedicated to Improve and Personalize Oral Health Care 

1607 Commonwealth Ave● Unit 3 ● Brighton, MA 02135
Ph: 617 782 5455 Fax: 617 782 5452

 

Acknowledgement of Receipt of Notice of Privacy Practices 

I, ________________________________, have received a copy of the office Notice of Privacy Practices. 

Please Print Name 

_______________________________________________________ 

Signature 

_______________________________________________________ 

Date 

For Office Use Only 

Dr. _______________________ attempted to obtain written acknowledgement of receipt of our Notice of 

Privacy Practices, but acknowledgement could not be obtained because: 

• Individual refused to sign,

• Communication barriers prohibited obtaining the acknowledgement,

• An emergency situation prevented us from obtaining acknowledgement, or

• Other (please specify)

_________________________________________________

Information recorded by: _____________________ Date: ______________ 

You may refuse to sign the Acknowledgment 
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