
 
 

PERSONAL INFORMATION 
 

 
Last Name: ______________________ First Name: ________________ 
 
Date of Birth: ______________  SSN: _______________________ 
 
Marital Status: ___________  Referred by: __________________________ 
 

CONTACT INFORMATION 
 

Address: ____________________________________________________ 
 
City: ________________________________________________________   
 
St: ___________    Zip: ______________________ 
 
Home Phone: ________________________________ 
 
Work Phone: _________________________________ 
 
Mobile Phone: ________________________________ 
 
E-Mail: _______________________________________ 
 
 

DENTAL INSURANCE INFORMATION 
 

Carrier: ____________________________________________  
 
Carrier Address: ____________________________________                  
 
Group Number: ______________________________________ 
 
ID Number: __________________________________________ 
 
Subscriber Name: _____________________________________ 
 
Subscriber Date of Birth: _______________________ 
 
Relationship to Subscriber: ________________________ 







 

 

We welcome you to our office and want to provide you with the best care possible. If you have any questions 

regarding our policies and your treatment, please do not hesitate to ask.  

 

INFORMED DENTAL CONSENT 

 

Dental procedures are not to be taken for granted as routine or without the risk of complications. As with all 

medical treatment to ones body, there are no guarantees that the results will be exactly as planned. 

Complications in dentistry are very low but they do exist. 

 

Even minor procedures like a simple ‘filling’ can lead to major complications that can’t be foreseen. For 

example, a local anesthetic injection could lead to an allergic reaction, anaphylaxis, facial hemorrhage, swelling, 

bruising, and even hospitalization or death. 

 

Granted these are fairly uncommon occurrences but individuals who are contemplating treatment should be 

aware of this prior to consenting. 

 

Whenever drilling is involved, even a simple cavity can lead to nerve problems, abscess, fractured tooth, and/or 

post treatment pain to biting and to temperature extremes (hot and cold). These complaints can be transient or 

may persist requiring further treatment. 

  

The above examples are only samples of possible complications with dental treatment and are not limited to 

these. In general, complications include but are not limited to pain, swelling, bleeding, infection, and other nerve 

problems.  

 

Initials ______ Date _______  

 

 

SCHEDULING/CANCELLING APPOINTMENTS 

 

When you make an appointment we reserve that time for you. We understand that extreme or unavoidable 

emergencies or circumstances do arise which may require you to cancel your appointment. We reserve right to 

charge for any appointment(s) broken without a 24 hours notice. The charge will be $50.00 for every thirty (30) 

minutes of appointment time. 

 

Initials ______ Date _______  

 

I have read and understand Dr. Richard H. Berman’s Informed Dental Consent, Financial Policy and Scheduling 

Policy. 

 

_____________________________________________________________     _____________________  

Signature of Patient / Parent or Guardian (if minor)                                               Date 



Dr. Richard H. Berman 

34 Berkley Road 

Suite 100 

Devon, PA 19333 

610-687-6950 

Fax 610-687-6955 

email@dentalartandscience.com 

 

 

 

REQUEST FOR RELEASE OF PATIENT RECORDS 

 
The undersigned acknowledges their lawful authority to request the release of a patient’s 

record, including all x-rays, written treatment records and charting.  The undersigned and 

listed patient hereby requests the transfer of said records and, we hereby, request that you 

release the following patient’s records. 

 

 

Patient’s name: 

 

Date of Birth: 

 

Address: 

 

 

 

 

 

 

 

___________________________    ___________________ 

Patient or Guardian      Date 

 

 

The undersigned acknowledges receipt that they are lawfully authorized to receive said 

records. 

 

 

___________________________    ____________________ 

Richard H. Berman, D.M.D.     Date 

 

 

 

We thank you in advance for help and cooperation in this matter. 



 

 

FINANCIAL POLICY 

 
All procedures involving lab work will require 50% down payment, the remaining 50% balance will be due as treatment 
progresses. 
If you are having extensive treatment over a period of time, we request payments during the course of treatment. 
 

Patients WITH Insurance Coverage: 
We do not belong to any insurance network, but we will gladly submit your claims to help you obtain the appropriate benefits 
from your insurance carrier as a courtesy to you. However, you are responsible for the payments of your account. We can 
request a pre-estimate of benefits from your insurance carrier at your request. 

Patients WITHOUT Insurance Coverage: 
Patients without insurance coverage are required to pay for services as rendered. We accept Cash, Checks, MasterCard, 
Visa, American Express, Discover, or Debit/ATM cards. 

 

         Payment Options 

 

Please check below, the option(s) most convenient for you to settle, in full, the day of treatment: 

 

    Cash/Check_______________________________________________Exp:___________CVV:__________ 

                  

    American Express _________________________________________Exp:___________CVV:__________ 

 

    Visa _____________________________________________________Exp:___________CVV:___________ 

 

    Master Card______________________________________________Exp:___________CVV:___________ 

 

    Discover__________________________________________________Exp:___________CVV:___________ 

 

 

 

 
Initials ______ Date _______ 

 

I have read and understand Dr. Richard H. Berman’s Financial Policy. 

 

_____________________________________________________________     _____________________ 

Signature of Patient / Parent or Guardian (if minor)                                               Date 

 


