Beltline Family Dentistry

1. Patient Information & Financial Agreement
Patient Name: __________________________________________
Date of Birth: ____ / ____ / ______
Address: ________________________________________________
City: __________________ State: MI ZIP: ____________
Phone: __________________ Email: ________________________

Insurance Information:
Do you have dental insurance? ☐ Yes ☐ No
Insurance Provider: _________________________________
Member ID: __________________ Group #: ______________

Emergency Contact:
Name: __________________ Phone: ____________________

Financial Policy Summary (Michigan)
We are committed to providing high-quality dental care. Payment is due at the time services are rendered unless prior arrangements are made. We accept cash, checks, major credit cards, and Cherry Financial financing. A fee applies to returned checks in accordance with Michigan law.

Insurance is a contract between you and your provider. We will assist in filing claims, but you are responsible for any balance not covered. Estimates are not guarantees and may change based on final insurance determination.

A finance charge of 1.5% per month (18% annually) may be applied to balances over 90 days where permitted by law.

Missed appointments without at least 24-hour notice may incur fees: $65 per half hour for hygiene visits and $200 per half hour for doctor appointments.

In accordance with Michigan regulations, you have the right to request an itemized statement of services and charges at any time.

Consent for Communication:
You authorize us to contact you via phone, text, or email regarding appointments, billing, and care, consistent with the Telephone Consumer Protection Act.

Patient Signature: __________________________ Date: __________



2. HIPAA Acknowledgment
I acknowledge that I have received or reviewed the Notice of Privacy Practices in accordance with federal HIPAA regulations and applicable Michigan law.

Authorized Individuals to Discuss Care:
__________________________________________________________
__________________________________________________________
__________________________________________________________

Patient Name (Print): _________________________________
Signature: __________________________ Date: __________
