
 

Debra L. Cederbaum, D.D.S.  

Welcome!  Thank you for choosing our practice for your dental needs.  Please complete this form in ink. 

If you have any questions or concerns , do not hesitate to ask for assistance.  We will be happy to help. 

Patient Information 
 

Name:________________________________________________________________________  Date:________________________ 
 First             MI                Last              
Address:__________________________________________  City:______________________  State:______  Zip:_______________ 
 

Birthdate:__________________ SSN #_____________________________ E-mail  _____________________________________  

 

Home Phone #:_______________________  Work Phone #:_________________________ Cell #:___________________________ 
 

Do you prefer to receive calls at: __ Home        __ Work       __ Cell             __ E-mail                          Sex:  M  /  F      
 

Are you:  __ Single __ Married    __ Separated       __ Divorced        __ Widowed       __ Partner 
 

Your or your parent’s employer:_________________________________________  Occupation:_____________________________ 
 

Spouse’s or parent’s name:___________________________________________  Work Phone #:_____________________________ 
 

Person to contact in case of emergency:______________________________________  Phone #:_____________________________ 

 

Responsible Party 
Name of person responsible for this account?______________________________________________________________________ 
 

Relationship to patient:________________________________________________  Phone #:_______________________________ 
 

Address:___________________________________________  City:____________________  State:______  Zip:_______________ 
 

Name of Employer:__________________________________________________  Work Phone #:___________________________ 

 

Insurance Information 
       Primary        Secondary   
Name of insured:__________________________________           Name of insured:___________________________________ 
 

Relationship to patient:_____________________________         Relationship to patient:______________________________ 
 

Employer:_______________________________________  Employer:________________________________________ 
 

DOB:______________  ID#:________________________         DOB:______________  ID#:_________________________ 
 

________________________________________________          _________________________________________________ 

Insurance Company  Program/Group #          Insurance Company  Program/Group# 
 

________________________________________________         _________________________________________________ 

Claims Address   Phone #          Claims Address   Phone # 
Referral Information 

___ Dental Office         ___ Yellow Pages         ___ PPO List         ___ Current Patient         ___ Web Site         ___ Other 
 

Name of person or office referring  you to our practice: ______________________________________________________ 

 
Permit for treatment and surgical care:  I hearby grant permission to the staff of Debra L. Cederbaum, DDS to employ such established treatment therapy as may be 

deemed professionally necessary and advisable. 

Financial Agreement:  All charges for services will be paid upon completion of appointment.  All outstanding balances shall accrue interest at the rate of 18% per an-
num.  This is in addition to reasonable attorney fees, court cost, and collection agency expenses not to exceed 50% of the amount due at the time of assignment. 

If insurance is involved:  I hearby authorize payment directly by Debra L. Cederbaum, DDS of group benefits otherwise payable to me.  I authorize credit inquires 

deemed necessary in connection with my account. 
Cancellation Policy: There will be a $45 charge for all cancelled or failed appointments without 48 hours notice. 

 

 

                                                                                                                                                                        Continue on Back  



Dental Insurance and Financial Arrangements 

 
Our office is committed to providing you with the best dental care.  In order to achieve this goal, we need your 

cooperation as well as your understanding of this payment policy. 

 

Payment for services is due at the time the care is provided, unless other arrangements are made with our  

Financial Coordinator.  We accept cash, personal checks, Visa, MasterCard and Discover. 

 

If you have dental insurance, we are available to help you receive your maximum allowed benefits.  We will 

gladly process your insurance claim forms provided we are given complete and accurate insurance information, as 

well as release of benefits and information to your insurance company.  We expect and appreciate payment of the 

“estimated” patient portion for your treatment at the time of the visit.  Your insurance is a contract between you 

and your insurance company; therefore, all balances on account is your responsibility.  Insurance companies that 

require their own forms must be provided by you. 

 

Charges are made for broken or cancelled appointments without 48 hours notice (excluding weekends and holi-

days).  We do not carry accounts over 90 days and if your pending insurance claims reach this point we will be 

asking for your assistance in dealing with your insurance company.  We bill your dental insurance claims as a 

courtesy service only.  Interest of 1-1/2% per month is charged to accounts over 90 days. 

 

If you have any questions regarding our financial policy, please contact our office and we will be happy to  

answer them. 

 

 

 

I hearby certify that I have read and agree to the policies described above. 

 

 

     _______________________________________________________ 
     Signature     Date 
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