
ROBINWOOD DENTAL CENTER 
11110 Medical Campus Road Suite 148 Hagerstown, Md 21742 

 
PATIENT INFORMATION 

 
__________________________________           ____/_____/______          F/M 
Last                      First                Middle Initial   Date of Birth            Sex 
 
__________________________________________________________________________ 
Street                                                                      City                        State         Zip Code  
 
______/_____/________ ____-_____-______ ____-____-_____ ____-_____-_____ 
*Required Social Security Number   Home Telephone Work Telephone Cell Telephone 
 
__________________________ _____________________________________________ 
Employer                                     Emergency Contact, Name and Telephone Number 
 
FT College student ___________________       Name of college: _______________________ 
 
Referred By: _______________  Marital Status  M / S / D / W  ___________________ 
 

DENTAL INSURANCE INFORMATION 
 
_______________________       ________________________         ______/_______/________ 
Subscriber’s Name                   Subscriber’s  ID Number                Subscriber’s Date of Birth  
 
______________________________________________________________________________ 
Dental Insurance Name, Address and Telephone Number                                                                    
 
__________________________         ____________             Self      Spouse    Child     Other 
Subscriber Place of Employment  Group Number             Patient Relationship to Subscriber 
 

FINANCIAL POLICY 
 
I understand that I am financially responsible for all charges, whether or not they are paid by insurance.  I agree to 
pay for services rendered on the day of service.  If dental insurance is involved, I agree to pay my estimated patient 
portion, including any deductibles that may apply. 
 
I understand that if billing arrangements are necessary, there will be a credit report obtained and any such 
arrangements must be agreed upon by the business office prior to services being rendered.  If billing arrangements 
are made and I choose not to pay my account within 30 days, I agree to pay the interest charges accrued on the 
unpaid balance of my account up to 1.5% per month.  I understand that after 90 days if I have not paid my agreed 
upon billing arrangements my account may be turned over to an attorney and/or collection agency.  I agree to pay 
any and all collection fees and am aware that the collection fee could be up to 50% of the past due balance in 
addition to the balance already due on the account. 
 
I AGREE TO ACCEPT ALL FINANCIAL RESPONSIBILITY AS STATED ABOVE 
FOR DENTAL SERVICES. 
 
 
______________________________________        _____/______/_______ 
Signature of Financially Responsible Person             Date          Continue on reverse side… 







 

 

 
REVOCATION OF CONSENT 

I revoke my Consent for your use and disclosure of my protected health information for treatment, payment activities, and healthcare operations. 

I understand that revocation of my Consent will not affect any action you took in reliance on my Consent before you received this written Notice of 
Revocation.  I also understand that you may decline to treat or to continue to treat me after I have revoked my Consent. 

Signature:                Date:    

 

 

 

 

For Office Use Only 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but 
acknowledgement could not be obtained because: 

 Individual refused to sign 

 Communications barriers prohibited obtaining the acknowledgement 

 An emergency situation prevented us from obtaining acknowledgement 

 Other (Please Specify) 
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