
Gentling Dental Group 
2443 West Kenosha Street 
Broken Arrow, OK  74012 

 
Patient Information:  Please completely answer the following information. 
 
Name:____________________________________________________________________________   Date: ____________________ 
         Last                             First                                                  Middle 
� Male  � Female      � Single     � Married, Spouse: ________________________   � Child, Parents: _______________________  
Social Security Number: ______________________ Birthdate: _________________  Employer: _____________________________  
Address:_________________________________________________ City: ___________________ State: ________ Zip: __________ 
        Street     Apt #  
Home Phone: ______________________ Cell Phone: _______________________ Work Phone: ____________________ext_______ 
E-mail Address: _____________________________________ 
If full time student, school name: ___________________________________________________________ Grade:________________ 
 
Person Responsible for Account:      � Patient    � Mother/ Father  � Spouse � Guardian 
Name: __________________________________________ � Male     � Female     � Single  � Married, Spouse:_______________  
Social Security Number: ______________________ Birthdate: _________________ Employer: ______________________________ 
Address: ________________________________________________ City: ___________________ State: ________ Zip: __________ 
        Street     Apt # 
Home Phone: ______________________ Cell Phone: _______________________ Work Phone: ____________________ext_______ 
E-mail Address: _____________________________________ 
 

Emergency Contact Not Living With You: 
Name: ________________________________________________________________   Relationship: _________________________ 
Home Phone: ______________________ Cell Phone: _______________________ Work Phone: ____________________ext_______ 
 

Insurance Information:   Please completely answer the following information. 
Primary Insurance           Secondary Insurance 
� Patient   � Mother/ Father   � Spouse   � Other_________         � Patient   � Mother/ Father   � Spouse   � Other____________ 
Name: ____________________________________________        Name: _______________________________________________ 
 Last                First                Middle                 Last         First                Middle 
SS#: _____________________ Birthdate: ________________         SS#: ________________________ Birthdate: _______________ 
Employer: _________________________________________         Employer: ___________________________________________ 
Insurance Co.: ___________________ Group #: ___________         Insurance Co.: ______________________ Group #: __________ 
Ins. Co. Phone: ____________________ ID#: _____________        Ins. Co. Phone: ____________________ ID#: _______________ 
Home Phone: _______________ Cell Phone: ______________       Home Phone: _______________ Cell Phone: ________________ 
Work Phone: _______________ E-mail: __________________      Work Phone: ________________ E-mail: ___________________ 
 
Insurance Disclaimer: 
Dental insurance plans have exclusions, these help to keep premiums as low as possible for your employer.  This makes your dental plan a 
supplemental coverage for your dental needs, and not designed to cover your treatment in its entirety.  Dr.  Gentling’s goal is to identify, 
recommend and treat your dental needs in your best interest. ___________________ 
                        Please initial 
We do require that if patient is a child under the age of 18 a parent or guardian must accompany patient for all appointments for consent of 
treatment.  _____________________ 
                         Please initial                                                                                                                                                                                         
Payment and Treatment Authorization: 
I hereby authorize and give consent for payments to be made directly to Gentling Dental Group.  I understand that I am responsible for all dental 
treatment costs regardless of any insurance coverage.  I hereby authorize Gentling Dental Group to administer medications and perform diagnostic, 
photographic and therapeutic procedures as may be necessary for my proper dental care.  All information provided by me on my patient information, 
health history and dental history forms are correct to the best of my knowledge.  I grant the right to Gentling Dental Group to release my dental/ 
medical and patient information to third party payers and/ or other health professionals.  I understand Gentling Dental Group works with the District 
Attorneys office when fraudulent funds are issued.  Services charges may apply to my account in addition to any NSF Check Fee.  In the case of 
default of payment, I promise to pay any legal interest on the balance due, together with collection costs and just attorney fees incurred to collect on 
my account or future outstanding accounts.  
 
Signature: _________________________________________________________________________________ Date: __________________ 
  Patient  or   Responsible Party 

Drivers License Number: _______________________________State: _____________Expiration Date: _______________ 
 

Method of Payment for Estimated Co-Payments at each appointment 
�  Cash           �  Check, none over $500.00     
�  MC              #______________________________________    Expiration Date: ________________________ 
�  Visa             #______________________________________     Expiration Date: ________________________ 
�  Discover      #______________________________________     Expiration Date: ________________________ 
�  Care Credit  #______________________________________ 
Notes:  Not all flexible spending account credit cards will allow dental charges to be processed.   





 
Patient Name:_________________________________________________  Date:______________________ 
                                       Last                                              First                                            Middle 
 
 

Notice of Privacy Practices Acknowledgement 
 
I understand that under the Health Insurance Portability & Accountability Act of 1996 (HIPPA), I have certain rights to privacy 
regarding my protected health information.  I understand that this information can and will be used to: 
 

- Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers who may be involved in that      
   treatment directly and indirectly. 

     - Obtain payment from the third party payers. 
     - Conduct normal healthcare operations such as quality assessments and physician certifications. 
 
I acknowledge that I have received your Notice of Privacy Practices containing a more complete description of the uses and 
disclosures of my health information.  I understand that this organization has the right to change its Notice of Privacy Practices from 
time to time and that I may contact this organization at any time at the address above to obtain a current copy of the notice.  
I understand that I may request in writing that you restrict how my private information is used or disclosed to carry out treatment, 
payment, or health care operations. I also understand you are not required to agree to my requested restrictions, but if you do agree 
then you are bound to abide by such restrictions. 
 
 
Signature: ________________________________________________________ Date: ________________________ 
                         Patient or Responsible Party 
 

Consent for Release of Medical Information 
 

I hereby grant Gentling Dental Group permission to contact me and leave messages pertaining to my dental care (including calling to 
remind me of appointments, to inform me of referral appointments, test results, prescription information, etc.) by a recording device or 
with the following persons (please consider listing spouse, parents, step-parents, grandparents, children, secretary, etc)  
 
Name: ____________________________________________  Name: _____________________________________ 
 
Name: ____________________________________________  Name: _____________________________________ 
 
This consent will remain in effect throughout our dentist-patient relationship unless withdrawn in writing by patient.  I am aware that 
signing this form may cause disclosure of confidential or privileged information to those designated by me.  I have been given the 
opportunity to read the consent and receive clarification of any questions I may have, and to obtain a copy. 
 
Signature: ________________________________________________________ Date: ________________________ 
 

 
Consent of Reviewed Office Polices 

 
I have had an opportunity to review a copy of Gentling Dental Group office polices.  I understand that I may request a copy.  Information included 
the following: 
 
 1. How we work with insurance companies 
 2. Payment Options 
 3. 48 hour Cancellation Policy 
  * Confirmation by returning our phone call is required to keep your reserved appointment date and time 
 4. Confirmation of Appointments 
  * We give a courtesy call 24 to 48 hours in advance of your appointment.   
  * We will call your phone numbers and leave a message for you to call us back to confirm your reserved appointment. 

* Confirmation by returning our phone call is required to keep your reserved appointment date and time.   
 

 
Signature: ________________________________________________________ Date: ________________________ 
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