Michael C. Hazel D.M.D., P.C.

        GET – ACQUAINTED QUESTIONAIRE

In order for us to better serve you, please fill in the following information completely.

Date: _______________Patient’s name___________________________________

Residence address____________________________________________________

City__________________State________Zip__________How long_____________

Date of birth______________Age_______Hm. Phone______________________

Cell Phone_____________________Work Phone​​​​​​​​​​​​​​​​​​​​​​​​​​​​________________________

Email:_______________________________________________________________

PERSON FINANCIALLY RESPONSIBLE


If same as above, please fill out shaded areas.
Name_____________________Relation to patient______________________

Residence address_________________________________________________

City________________State_______Zip_________How long______________

Hm. phone_________________Wk.phone__________________

Date of birth____________Social Security Number_______________________
Driver’s license number_________________Occupation___________________

Employer__________________Employers address_________________________

City______________State________Zip___________

Former dentist___________________Phone Number________________________

Last visit_____________Reason for appointment__________________________

*Whom may we thank for referring you? _______________________________

FOR PATIENTS WITH DENTAL INSURANCE

Name of insured___________________Ins. company______________________
Group number___________________Ins. phone number___________________

Address of ins. company/ PO Box______________________________________

City________________State__________Zip_____________

SECONDARY INSURANCE

Name of insured___________________Ins. company_______________________

Group number___________________Ins. phone number____________________

Address of ins. company/ PO Box_______________________________________

City________________State__________Zip_____________ 

Most dental insurance plans do not cover 100% of the cost of your treatment. Because of this and because of the extreme delay in receiving payment from insurance companies, you will be asked to pay a percentage of the charges before treatment is complete. A finance charge of 1.5% (18% annually) is added to balances over 90 days.

*Signature_____________________________________________Date__________________
