
 

 

  

Patient Information 

1. I certify that the information provided is accurate and will be relied upon for granting credit and providing dental services. I 

understand that I am financially responsible for the charges not covered by or paid by my insurance for whatever reason. 

2. By signing below, I authorize that you may verify and exchange information on me and any additional applicants, including 

requiring reports from credit reporting agencies. 

3. I authorize payment directly to the dentist of any group insurance benefits otherwise payable to me. I understand that I am 

financially responsible for any charges not covered by this authorization. I authorize release of any information relating to any 

dental claim or claims. 

4. I understand that this dental practice is owned and operated by an independent dentist. I acknowledge that each dentist is 

individually responsible for the dental care provided to me and no other dentist or corporate entity is responsible for my dental 

treatment.     

 

________________________________________                                                        _________________          

Signature of Responsible Party or Patient                                                            Date 

(Parent if Patient is a Minor) 

PATIENT 

Name______________________________________ 

Address _____________________________________ 

City __________________State______ Zip_________ 

Phone (        ) _______________________________ 

Cell (        ) _________________________________ 

Do you allow us to send reminder texts? Yes No 

E-mail______________________________________ 

Social Security # _____________________________ 

DL#________________________________________ 

Age___________ Birthdate______________________ 

INSURANCE / DENTAL PLAN 

Primary Insurance: ____________________________ 

Plan ID # ____________________________________ 

Plan Name ___________________________________ 

Address______________________________________ 

City __________________State_______ Zip________ 

Insurance / Plan Phone #________________________ 

Employer_____________________________________ 

Union/Local, Group # Plan#______________________ 

Insured’s Name________________________________ 

Insured’s Soc. Sec. #______________ DOB_________ 

INSURANCE / DENTAL PLAN 

Secondary Insurance: __________________________ 

Plan Name ___________________________________ 

Address______________________________________ 

City __________________State______ Zip_________ 

Insurance / Plan Phone #________________________ 

Employer ____________________________________ 

Union/Local, Group # Plan# ______________________ 

Insured’s Name_______________________________ 

Insured’s Soc. Sec. # ______________ DOB________ 

PERSON TO CONTACT FOR EMERGENCY: 

Name __________________________________________ 

Phone (     ) __________________ Relation ______________ 

RESPONSIBLE PARTY (If same as above, 

please skip) 

Name ___________________________________________ 

Address _________________________________________ 

City ________________________ State _______Zip________ 

Phone (     ) ________________________________________ 

Social Security # _________________________ 

DL#_____________________________________ 

Relationship to Patient ________________________________ 

Age ____________ Birthdate _____________ 



 
  



Matilde E. Facet, D.D.S. 

Cosmetic & General Dentistry 
    11161 New Hampshire Ave Suite 205 

Silver Spring, MD 20904 

O-301-593-5477 Fax-301-593-5472 
drfacet@verizon.net 

Payments 

We Accept payments in the forms of cash, personal/company checks, money orders, MasterCard, Visa, 

Discover, and American Express. 

Initials___________  

Insurance 

If you have insurance, we will be happy to file your claim as a courtesy. However you will be responsible 

for your deductible and any coinsurance at the time of service. Our Computer software estimates what 

your insurance should cover and estimates what your “out of pocket” portion should be. THIS IS ONLY 

AN ESTIMATE and it possible that your insurance may cover less than what is estimated. If this should 

happen then the remaining balance will be your responsibility to pay in a timely manner. 

Initials___________  

Delinquent Accounts 

We will consider an account delinquent when the balance goes unpaid in 60 days without financial 

arrangement in place or on accounts with financial arrangements that have defaulted on the agreed 

upon financial arrangement. Patient who have had their accounts delinquent will no longer be 

considered active in the dental practice and will only be seen on a cash basis once the balance has been 

taken care of.  

Initials___________  

Medical Records Releases 

We will only share your medical/personal information when pertinent with other Dental or Medical 

Professionals with whom we are referring care to if needed. This Information will also be used only as 

needed when submitting insurance claims on your behalf. We will only release x-rays and records once 

release form has been signed by the patient.  

Initials___________  

 

  

 



Matilde E. Facet, D.D.S. 

Cosmetic & General Dentistry 
    11161 New Hampshire Ave Suite 205 

Silver Spring, MD 20904 

O-301-593-5477 Fax-301-593-5472 
drfacet@verizon.net 

 

Appointment Cancellation Policy 

 

We strive to render excellent dental care to you and the rest of our patients. In an 

attempt to be consistent with this, we have an Appointment Cancellation Policy 

that allows us to schedule appointments for all patients. When an appointment is 

scheduled, that time has been set aside for you and when it is missed, that time 

cannot be used to treat another patient. Our policy is as follows: We require that 

you give our office 48 hours’ notice in the event that you need to reschedule your 

appointment. This allows for other patients to be scheduled into that 

appointment. If you miss an appointment without contacting our office within the 

required time, this is considered a missed appointment. A fee of $40 will be 

charged for regular appointment and $80 for longer appointments. No future 

appointments can be scheduled nor can records be transferred without the 

payment of this fee. If you have any questions regarding this policy, please let our 

staff know and we will be glad to clarify any questions you have.  

I have read and understand the Appointment Cancellation Policy of the practice 

and I agree to be bound by its terms. 

 I, ___________________________ (print name), have received a copy of the 

Appointment Cancellation Policy. 

________________________                                                     _________________ 

Signature of Patient                                                                      Date 

 

 

 

 


