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· I have voluntarily come to the Tamworth Dental Center seeking dental services including examinations, diagnostic tests and treatment.
· This is to certify that all information on this form is true and complete. I understand that if I deliberately give false information related to my situation, now or in the future that I am liable for prosecution for fraud.  

· I hereby authorize the Tamworth Dental Center and its agents to verify any of the above data and release the above information to referring/mutual provider of care and current insurance company for processing of claims. I understand that demographic and income data may be shared to receive State, Federal and Private Grants. 

· I understand that I am financially responsible for all charges incurred that are not covered by my insurance company.

· We are required by law to maintain the privacy of your health information and to provide you with the Notice of Privacy Practices.

· If applicable, I understand that the Tamworth Dental Center and the Fuel/Electric Assistance Program are both projects of Tri-County CAP. I hereby authorize Tamworth Dental Center staff to review and verify my household income as previously disclosed to the Fuel/Electric Assistance Program. 
_______________________________________________________
Patient Printed Name



Social Security #
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