
Cornerstone Dental 

I give my permission to Cornerstone Dental and its affiliates to use and disclose 
my health care information to the Insurance Company (ies) I so designate and 

their agents for the purpose of determining insurance benefits, obtaining payment 

for services, or the benefits payable for related services.   

Are you happy with your smile?                                  Do you have any dental concerns you would like to discuss? 



Primary Care Physician’s  Name and Phone Number 

MEDICATIONS, SUPPLEMENTS  & REMEDIES 

Have you ever been told you need 

to take pre-medication before a 

dental procedure? 

 PHYSICIANS  

Please list names, location and phone numbers of all your attending doctors.   
 

1. Dr. __________________________________________ Location___________________ Phone Number ______________________ 
 

2. Dr. __________________________________________ Location___________________ Phone Number ______________________ 
 

Please list any surgeries or medical conditions  you have or have ever had. 

________________________________________________________________________________________________________________ 

_______________________________________________________________________________________________________________ 

  We invite you to discuss with us any questions regarding our services.  The best dental health services are based on a friendly mutual      

understanding between provider and patient. 

 Our policy requires payment in full at the time services are rendered, unless other formal written arrangements have been made with our 

office management.  If the account is not paid within 90 days of the date of service and no financial arrangements have been made, you 

will be responsible for all legal fees, collection agency fees, interest charges and any other expenses incurred for collection of the debt. 

 I authorize the staff of Cornerstone Dental to perform any necessary services needed during diagnosis and treatment.   

 Filing of insurance claims is a courtesy we provide to our patients. I authorize Cornerstone Dental to release any information required to 

process my insurance claims.   

 I understand the above information and state this form was completed correctly to the best of my knowledge and understand it is my     

responsibility to inform this office of any changes to this information I provided. 

________________________________________________        _________________________________________________     __________    

Signature of Patient, Parent, Guardian or Personal Representative         Print name of Patient, Parent, Guardian or Personal Representative               Date 

Please list any medications, supplements or homeopathic remedies 

you are currently taking and the correlating diagnosis. 

          ALLERGIES 


