





Julie L. Molin, DOM.D. ~ Family & Cosmetic Dentistry
17 Globe Court Red Bank, NJ 07701 732-741-8040 (p)
frontdesk@juliemolin.com

Responsible Party

Name of Person Responsible for this Account (if Other Than You):

Address: City/Zip:
Contact Number: Birth date: Soc. Sec. #:
Employer:

Home Phone: Cell Phone: Email

Currently a Patient in Our Office? Yes No

Name of Person Carrying Dental Insurance:

Birth date: Soc. Sec. #:

Name of Employer: Union or Local #:

Work Phone: Relationship to Patient: Self Spouse Child Other:
Insurance Company: Group #:

Policy/ID #: Ins. Co. Address:

Ins. Co. Phone Number:

Do You Have Any Additional Dental Insurance? Yes No If Yes, Complete the Following:

Name of Person Carrying Insurance:

Birth date: Soc. Sec. #:

Name of Employer: Union or Local #:

Work Phone: Relationship to Patient: Self Spouse Child Other:
Insurance Company: Group #:

Policy/ID #: Ins. Co. Address:

Ins. Co. Phone Number:




Dental Insurance Information

Our office participates with Delta Dental Premier and CIGNA PPO insurance only. If your insurance plan is NOT Delta Dental or
CIGNA PPO, full payment is expected at time of service. At each appointment, please be prepared to bring with you; your
dental insurance card, any updated medical information and method of payment. All other insurance plans other than CIGNA
PPO and Delta Dental premier will be submitted as out of network. Please confirm that you have out of network benefits prior
to your appointment .We will continue to electronically file claims, from ALL insurance companies, relating to the treatment
performed in our office and address any denials or appeals when necessary. You will be responsible to notify the office with
any claim concerns, denials or appeals.

Appointment reminders

If you would like reminders sent to you, please make sure we have your current information on file
Reminders will be sent on the day your appointment is made, 1 week before, 1 day before and on the day of your
appointment. You must opt “in” to text notifications when text is sent to you.

Missed appointments

If you need to reschedule your appointment, we ask that you call the office at least 24 hours in advance. Any broken
appointments with out 24 hour notice will result in a missed appointment fee of $65 per hour scheduled.

Authorization and Release.

| certify that | have read and understood the above information to the best of my knowledge. The above questions have been
accurately answered. | understand that providing incorrect information could be dangerous to my health. | authorize the
dentist to release any information including the diagnosis and records of any treatment or examination rendered to me or my
child during the period of such Dental care to third party payers and / or health practitioners. | authorize and request my
insurance company to pay directly to the dentist insurance benefits otherwise payable to me. | understand that my dental
insurance carrier may pay less than the actual bill for service. | agree to be responsible for payment of all services rendered on
my behalf or my dependents.

Payment
Payment is expected at time of service. Payment options are :
1- Cash
2- Check
3- Care Credit
4- MasterCard, Visa, Discover and American Express

Any unpaid balances over 6 months old will be subject to collections and or small claims court, if written financial agreement
has not been made. Small claims processing will result to an additional charge of $250 on your account.

Any unpaid balances over 60 days will be automatically charged a 14.99 % interest fee and will be turned over to our billing
office and a $25.00 monthly fee will be charged.

Signature Date
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