
Welcome to Nesheiwat Dental, P.C. 

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 Information (CONFIDENTIAL)  

NAME _____________________________________ Date of Birth________ Home Phone ____________ 

Address ____________________________________ City __________________ State/Zip ____________ 

Cell Phone __________________________________ Soc. Sec. __________________________________ 

Whom May We Thank for Referring You? ___________________________________________________ 
 

Responsible Party  

Name of Person Responsible for this Account_____________________________________ 

Relationship to Patient________________________ Home Phone_______________________________ 

Address ____________________________________ City __________________ State/Zip ____________ 
 

Insurance Information 

Name of Insured _____________________________________ Relationship to Patient ______________  

Birthdate_________________ SSN_______________________ Date Employed_____________________  

Name of Employer___________________ Union or Local #_________________Work Phone__________ 

Address of Employer__________________________ City__________________ State/Zip_____________ 

Insurance Company___________________________ Group #______________ Policy ID #____________ 

Insurance Co. Address_________________________ City__________________ State/Zip____________ 

IF YOU HAVE ADDITIONAL INSURANCE PLEASE COMPLETE THE FOLLOWING: 

Name of Insured _____________________________________ Relationship to Patient ______________  

Birthdate_________________ SSN_______________________ Date Employed_____________________  

Name of Employer___________________ Union or Local #_________________Work Phone__________ 

Address of Employer__________________________ City__________________ State/Zip_____________ 

Insurance Company___________________________ Group #______________ Policy ID #____________ 

Insurance Co. Address_________________________ City__________________ State/Zip____________ 
 

Payment Policy: While we are not contracted with any dental insurance plans, our team will do everything 

possible to help maximize your benefits. We will be happy to submit your insurance paperwork for you at the 

time of treatment. We ask that you pay us at that time and we will have the insurance company reimburse 

you directly. We cannot guarantee any estimated coverage when billing insurance. 
 

Patient’s Signature _____________________________________________ Date ___________________ 


