
 
Welcome to Hadley Family Dentistry 

 
We are excited to welcome you and your family to our dental practice.  At any time feel 
free to ask questions.  At Hadley Family Dentistry we want your experience to be a good 
one.  Let us know if you have any special concerns about your dental treatment.  It is no 
surprise to us that the dental office is not everyone’s favorite place to visit.  Our goal is to 
change that opinion.  
 
Our office is open Monday through Thursday. In case of a dental emergency, our phones 
are answered 24 hours a day.  Should our voicemail system answer your emergency call 
it is important to leave a call back number so your call may be returned. 
 
As a courtesy, we will file your insurance for you. Any estimation given is not a 
guarantee of payment, and is based on the information supplied by your insurance 
company.  We strive to be as accurate as possible, however; your insurance benefits are 
your responsibility and the total fee is your balance.  We offer many different payment 
options. We offer Care Credit, which is a dental/medical credit line that can be used in 
other offices that accept it.  They have interest-free payment plans.  Uninsured patients 
receive a 10% discount when paying with cash the day of their appointment.  
 
We offer a wide range of dental services.  Cleanings, non-surgical gum treatment, white 
bonded fillings, crowns, bridges, cosmetic veneers, root canals, implant retained 
restorations, dentures, partials, and whitening to name a few.  We offer such a wide range 
of services to our patients because we understand it takes time to become comfortable 
with a dental office.  Therefore, unless it is in your best interest, we want you to be 
treated here; where you are comfortable. 
 
If you could please answer these few questions it would help us better serve you. 
 
What did you like or dislike about your last dental office? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 
What is your main dental concern for today’s visit? 
________________________________________________________________________
________________________________________________________________________ 
 
Circle any of the following that you are interested in learning about. 
 
Whitening   Tooth colored fillings   Custom characterized dentures/partials  
 
Implant Services   Invisalign    Same day crowns     Other_________ 

 
 
Please rate how you feel on the appearance of your smile: Circle your answer. 
 
I like it very much I like it  It’s okay  I would like to change it 
 



 

 

Patient Information Form 
 

Patient Information 
 
Name: _______________________ Home Phone: ___________Work Phone: ____________Cell Phone: __________ 
 
Email Address: _______________________ Social Security #: __________________ Date of Birth: _____________  
 
Home Address: __________________________________ City: ____________________ Zip Code: _____________ 
 
Spouse’s Name: _____________________ Work Phone: ____________________________________ 
 
Nearest Relative not living with you: ____________________________ Phone: _________________ 
 
Physician: _____________________ Phone: ______________________ 
 
Whom may we contact in case of an emergency? Name_________________________ Phone: __________________ 
 
Whom may we thank for referring you to us? Name: ___________________________ Phone: __________________ 
 
Financial  Information 
 
Person responsible for the account: _______________________________________ DOB: _____________________ 
 
Address: ______________________________________ Phone Number: ________________ SS #: ______________ 
 
Insurance Company: _________________________________ Name of the insured: __________________________ 
 
Insured SS#: _________________ Employer: ______________________________ Insured DOB: _______________ 
 
Insurance ID#: ____________________________ Insurance Phone: _______________________________________ 
 
Secondary Insurance Company: ________________________________ Name of the insured: __________________ 
 
Insured SS#: _________________ Employer: ______________________________ Insured DOB: ______________  
 
Insurance ID#: ____________________________ Insurance Phone: ______________________________________ 
 

I understand and agree that (regardless of my insurance status); I am ultimately responsible for the balance of my 
account for any professional services rendered.  I have read all the information included in this packet and have 
completed the above answers.  I certify this information is true and correct to the best of my knowledge.  I will notify 
you of any changes in my status or the above information.   

 
____________________________________________ _______________________ 
Signature      Date 
 
 
____________________________________________ _______________________ 
Parent (if minor)     Date 
 



 
 
 
 
 
 
 



Hadley Family Dentistry 
Financial Responsibility Statement 

And 
Consent For Treatment 

We realize that the financial aspects of healthcare are often confusing and can sometimes be 
intimidating. We will do our best to help make this as understandable as possible. As long as we are 
provided with accurate and current insurance information, we will file charges with your primary 
and/or secondary insurance companies. While we are pleased to be able to provide this service to 
you, it is extremely difficult for us to keep track of all the individual requirements of your insurance 
plans. Each one has different stipulations regarding how often services may be rendered, and even 
more importantly, who may provide those services. It is therefore very important for you to bring 
proof of coverage (ID cards or insurance forms) to your appointment. Please review our process for 
insurance coverage below so that you have all relevant information at the time of your appointment. 
A 48 hour notice is required for all cancellations or there may be a $32.50 failed appointment 
Fee on your next statement.  Thanks for valuing our time so we can better serve you.   
 

1. Verify whether or not we are a participating provider for your insurance plan. 
2. Is there a co-pay or deductible with your insurance coverage? Be prepared to pay that 

amount in full the day of your appointment. 
3. If you call our office, we can provide for you an estimate of payment due the day of your 

appointment. 
4. As a courtesy, we will submit the initial claim to your insurance company. 
5. You will receive a statement as long as your account has a balance. 
6. If payment from your insurance company does not cover all charges, because of unpaid 

deductibles, coinsurance, or non-covered services, you will be responsible for any amount 
remaining on your account. 

7. Any finance charges, refilling fees, collection charges, or attorney fees may be added to an 
overdue balance. 

If you do not have insurance coverage or when non-covered services are performed: 
1.    Please call our office to obtain an estimate of charges for the services provided for 
 your appointment.                                                                                            
1. When you pay in full the day of the appointment, you will receive a 10% discount. 
2. We accept Visa, MasterCard, Care Credit, checks, and cash 
 

I have read and understand the financial statement above, and agree to accept financial 
responsibility as described. 
Consent for treatment: 
The undersigned hereby authorizes Dr. Hadley or designated staff members to take necessary 
radiographs, study models, photographs, or any other diagnostic aids required to make a 
comprehensive diagnosis of existing conditions. I further authorize Dr. Hadley or designated staff 
members to perform any and all forms of treatment, including administering of medications and 
delivery of therapy that may be indicated. I also assign all insurance benefits to Dr. Hadley. Please 
note that our HIPPA policy is available for your review upon request. A copy of the policy is also 
displayed in our reception area.  
 
I have read and understand the financial statement above, and agree to accept financial 
responsibility as described.  I have also read and understand the consent for treatment as described 
above, and agree to be bound as described. 
 
_________________________________                 ________________________ 

                   etaD                   erutangiS   
 


