
Charlotte Emergency Dental 

4010 Park Road, Charlotte, North Carolina 28209 

Phone:  (704) 525-3939    Fax:  704-525-3969 

 

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY PRACTICES NOTICE 

 
Patient’s Printed Name: _____________________________________________ Date: __________________ 

 

I have been given the opportunity to read and understand the Notice of Privacy 
Practices for the above named practice. I understand that a copy is available to me 
upon request.  
 

FINANCIAL RESPONSIBILITY  

I agree to pay and guarantee payment in full of any and all charges for service provided by 
Charlotte Emergency Dental at the time of service. 

I authorize payment of dental insurance benefits to Charlotte Emergency Dental Clinic and 
understand that BILLING OF INSURANCE IS A SERVICE ONLY, AND NOT A GUARANTEE OF 
PAYMENT.  Any unpaid balance is the responsibility of the patient and must be paid upon 
receipt of statement.  If balance is not paid, the account will be sent to a COLLECTIONS 
COMPANY, and an additional charge will be added to the remaining balance.   

*ATTENTION* 

It is our policy to collect payment in full at the time services are rendered.  We 
do not have a system in place to arrange a payment plan.  

ACCEPTED FORMS OF PAYMENT:  CASH, CREDIT, DEBIT OR CARE CREDIT 

 

Signature of Patient or Guardian: _____________________________________________________________ 

 

In order to give Charlotte Emergency Dental permission to share your medical and/or financial information 
with someone, please print his/her name: ______________________________________________________ 

 



Charlotte Emergency Dental 

PATIENT INFORMATION 

 

Name __________________________________________________ Date ________________ 

Address ________________________________________________  Apt _________________ 

City _________________________________________ State _______ Zip ________________ 

Birthdate _____________________ Sex   M    F    Social Security # _______-______-________ 

Home # _____-_____-_______ Mobile # _____-_____-_______ Work # _____-_____-_______ 

Email _________________________________________@_____________________________ 

Employer ___________________________________________ Position __________________ 

Married  N   Y   Spouse __________________________________________________________ 

Emergency Contact __________________________________ Phone ____________________ 

Medicaid  N    Y   REQUIRED:   PHOTO ID, SOCIAL SECURITY #, MEDICAID CARD OR MEMBER #.   

(WE ARE UNABLE TO LOOK UP MEMBER #’s)      IF OVER 21, $3.00 COPAY 

Dental Ins    N    Y   If yes, policy holder’s name  ______________________________________ 

Insurance company ____________________________________________________________ 

Responsible Party, if other than patient ____________________________________________ 

How did you hear about us? _____________________________________________________ 

Have we treated your friends or family? ____________________________________________ 

Name of Physician _________________________________ Date of last physical ___________ 

 

DENTAL HISTORY 

Name of regular dentist ___________________________________ Last visit ______________ 

What is your main concern today? _________________________________________________ 

Time of last meal _____________________ 

CHILDREN UNDER 10 ARE NOT PERMITTED IN THE EXAM ROOM  

& MUST BE SUPERVISED AT ALL TIMES 




