


WNevada Dental sthetics, Inc.

PATIENT INSURANCE
Name of insured Relatienship to patient
Birthdate Social Security * Date employed
Name of Employer Work phone #
Insurance Co. Group * Employer ®
How much is your deductible? How much have you used?

Maximum annual benefit?

DO YOU HAVE A SECONDARY INSURANCE? 1 No UYes I[f yes complete the following:

Mame of insured Relationship to patient
Birthdate Social Security # Date employed
Name of Employer _Work phone #

Insurance Co. Group * Employer ®
How much is your deductible? How much have you used?

Maximum annual benefit?

Consent for Services

I authorize the dentist to release any infermation including the diagnosis and the records of any treatment or
examination rendered to me or my child during the period of such dental care to third party payors and/or
health practitioners. Signature will be kept on file for future dental claims.

X

Signed (patient or parent if minor)
AUTHORIZATION TO PAY BENEFITS TO BELOW NAMED DENTIST: | hereby authorize payment directly to
Jorge Paez DDS for services rendered.

X
Signed (patient or parent if minor)

lunderstand that Dr. Jorge Paez DDS will submit dental claims for the patient immediately after services are
provided. After 60 days if the patients insurance has not payed the claim or has payed less than what was
estimated the whole amount of what is awed iz due immediately,

X

Signed (patient or parent if minor )

My promise to you is to offer the best possible dentistry available anywhere,
regardless of what your insurance wants you to have. | believe that you deserve to
have excellent dental care provided for yourself and family.

Sincerely,

Dr. Jovge Paeyg




