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PROSMILE

WELCOME TO PRO SMILE!

We are delighted you have chosen our practice, and look forward to helping you with
your dentistry for many years to come. We feel that every patient in our practice
deserves to have a smile they can be proud of. We are excited to offer our patients a
unique program we call
Lifetime Whitening!

When you come to our office for your initial examination and cleaning, we will provide
you with custom bleaching trays and materials for $49. Then, at each six month
preventive visit, we will give you a complimentary touch up kit of whitening gel. This
ensures that you will be able to keep your teeth bright and beautiful for LIFE*!

All we ask in return is:

¢ You keep your six month preventive visits current. Your long term
dental health is as important to us as it is to you. Our patients have found
that these six month visits help greatly reduce emergencies. That is why
we are happy to provide this extra bonus for our patients who are
committed to their dental health.

e Provide at least 24 hours notice if you need to cancel or change an
appointment. In order to provide exceptional services like Lifetime
Whitening to all of our patients, we ask that you give us the courtesy of
advance notice for schedule changes.

We appreciate the opportunity to serve you, and look forward to seeing your
bright smile for many years to come!

I understand the Lifetime Whitening program requirements, and would like to
enroll.

Signed Date

*Lifetime Whitening membership valid for as long as Pro Smile maintains private practice in
dentistry and is not transferable upon the sale of practice.



PATIENT NAME

Pro Smile

PATIENT INFORMATION

RESPONSIBLE PARTY

HOME PHONE ()

CELL PHONE ()

~_ WORK PHONE (_)

ADDRESS

CITY STATE ZIP CODE
DATE OF BIRTH SSN

EMPLOYER OCCUPATION

SINGLE ~~ MARRIED  NAME OF SPOUSE

EMAIL ADDRESS

REFERRED BY:

INSURED’S NAME

INSURANCE INFORMATION

INSURED’S SSN

DOB

INSURED’S EMPLOYER

INSURANCE CO.

WORK PHONE #

INSURANCE PHONE #

INSURANCE ADDRESS

GROUP #

The undersigned herby authorizes the release of any information relating to claims for benefits submitted on behalf of me and/or my
dependents (i.e. personal information, x-rays, progress notes....) until [ have submitted a written request disallowing this. | further
agree and acknowledge that my signature on this document authorizes my signature on each and every claim to be submitted for me
and/or my dependents and that this signature will bind me as though the undersigned had personally signed the particular claim, This
signature will authorize the insurance company to send their payment directly to Pro Smile. I understand that even though I may have
insurance coverage the contract | have is between the insurance company and me. Submission of insurance is a benefit to my family
and me. Anything not paid including. but not limited to. the difference in fees between the insurance company and our office is to be

paid immediately to Pro Smile.

AUTHORIZED SIGNATURE

DATE






