
3705 Symi Circle, Morehead City, NC 28557 (252) 247-3510 Fax: (252) 247-6197 www.moreheadcitydental.com 

We are committed to excellence in dentistry and appreciate you taking the time to complete this confidential questionnaire. The better    
we communicate, the better we can care for you. If you have any questions or need assistance, please ask us - we will be happy to help. 

Tell Us How Did you hear about us? _____________________________________________________________________________ 

     Mr. Ms. Miss Mrs. Dr.                                      ABOUT YOU
Name: _____________________________________ I prefer to be called___________________________ [  ] Male [  ] Female 

[  ] Single [  ] Married [  ] Child [  ] Other       Birth date: ___/___/___   Age: _____    S.S. #: ______________________________ 

Home Address: ________________________________________ City ___________________  State________  Zip__________ 

Home Phone: (____) ________________   Work: (____) __________________ ext. ___    Pager: (____) ___________________ 

Cell: (____) ___________________________   E-mail Address: ___________________________________________________ 

Employer: ______________________________ How long there? _________________ Occupation: ______________________ 

Employer’s Address: _________________________________ City _________________ State _________ Zip ______________ 

Emergency Contact Person:(Name) _______________________ (Phone) ___________________(Relationship) _____________ 

PERSON RESPONSIBLE FOR ACCOUNT 

[  ] Same as above Name: _____________________________________ Birth date: ___/___/___  Relation: _________________ 

Billing Address: _____________________________________________ City ____________________State______Zip_________ 

Home Phone: (____) __________________ Work: (____) __________________ S.S. #: ________________________________ 

Employer: ___________________________________ How long there? __________ Occupation:_________________________ 

SPOUSE INFORMATION 

[  ] Same as above Name: ______________________________________________________________ Birth date: ___/___/___ 

Employer: _______________________________________________________ Work Phone: (____) ____________ ext. _____ 

DENTAL INSURANCE INFORMATION 
Primary Insurance 
Insurance Co. Name: _______________________________ Phone: (____) _________ Group/Policy #: ___________________ 

Insured’s Name: _________________________________ Insured’s Birth date: ___/___/___  Relation: ____________________ 

Insured’s Social Security #: ______________________________ Insured’s Employer: _________________________________ 

Secondary Insurance 
Insurance Co. Name: _______________________________ Phone: (____) _________ Group/Policy #: ___________________ 

Insured’s Name: _________________________________ Insured’s Birth date: ___/___/___  Relation: ____________________ 

Insured’s Social Security #: ______________________________ Insured’s Employer: _________________________________ 

ASSIGNMENT & RELEASE: 

    I hereby authorize my insurance benefits to be paid directly to the dentists.  I am financially responsible for any balances due, regardless 

of  what my insurance pays, or does not pay.   

    I authorize that my records can be used by the doctor if he so determines to the making of videotapes, photographs, and x-rays before, 

during or after treatment, and to use of the same by the doctor in scientific papers or demonstrations for educational purposes.  

     I also have signed Consent of Dr. Winchester’s Notice Of Privacy Practices. (A full copy may be obtained by the office upon request).     

This allows Dr. Winchester’s office to use my personal information from office to office, to an insurance company, for payment or to acquire 

records concerning your treatment both past and present. 

I acknowledge that payment is due at the time services are rendered in full, minus insurance estimates, if benefits are available.  If Insurance 

cannot be verified, you will be asked for payment in full. 

My form of expected payment will be made by:  CASH    CHECK    VISA   MASTERCARD   CARE CREDIT 

Signature:______________________________________________________________  Date:______________________________ 



MEDICAL HISTORY

DO YOU HAVE or HAVE YOU EVER HAD:              YES   NO

ARE YOU:

PLEASE ADVISE US IN THE FUTURE OF ANY CHANGE IN YOUR MEDICAL HISTORY OR ANY MEDICATIONS YOU MAY BE TAKING.

YES   NO

www.koiscenter.com



WHAT IS YOUR IMMEDIATE CONCERN?

 

PLEASE ANSWER YES OR NO TO THE FOLLOWING:     YES      NO

 

PERSONAL HISTORY

SMILE CHARACTERISTICS

BITE AND JAW JOINT

TOOTH STRUCTURE

GUM AND BONE

www.koiscenter.com 

DENTAL HISTORY



Comprehensive Dental Center              Dr Jack T. Winchester, DMD 

       Dental Insurance Disclaimer  

      
Our goal is to help you maximize your dental insurance benefits. We are happy to bill your 

dental plan for services.  When we call your insurance and verify benefits it is not a guarantee 

of payment by the insurance company and may vary according to your individual plan when the 

actual claim is submitted. Any treatment plan that our office proposes to you is an estimate of 

what your insurance coverage will be, it is not a guarantee.  We will always work to maximize 

your insurance benefits for you. Our team will work with you to determine financial 

arrangements that work for both parties.  

 

 

Please remember that the contract itemizing your dental benefits is between you, your 

employer and the insurance company. Although we call and get benefits for you we suggest 

that you call your insurance company to reconfirm any waiting periods, deductibles or benefits 

payable concerning your treatment plan.  Regardless of coverage, your estimated co-payment, 

deductions, exclusions and unpaid balances are due in full the day of treatment. If your 

insurance plan does not pay within 120 days of treatment, you must pay any outstanding 

balances and seek reimbursement from your dental plan. Also remember dental insurance 

plans are not designed to cover all of your dental needs. 

 

I have chosen to allow Comprehensive Dental Center to file my insurance and I accept full 

responsibility for this account and for all dentistry performed upon myself and my family in this 

dental office.  I understand this office cannot guarantee my insurance company will cover all 

services rendered and it is only an estimate of benefits. I understand that any credit of $25.00 

or less will not be issued unless used for procedures or I leave the office. I understand that 

refund checks will not be issued until all insurance checks have been received from my 

insurance company. I also understand that if my insurance company does not pay within 120 

days of my date of service then I will become responsible to pay at that time.  

 

Print Name_______________________________          Date_________________ 

 

Patient Signature______________________________________ 

 

 

 



 

 
 

REQUEST FOR CONFIDENTIAL COMMUNICATIONS REGARDING PATIENT INFORMATION 

 
I request that the Comprehensive Dental Center communicate with me confidentially about dental matters in the following 

manner: 
 

(It is the office policy of Comprehensive Dental Center – Jack T. Winchester, DMD and staff to not release confidential and/or 

unauthorized dental or medical or account information by home telephone, answering machine, work telephone, email address, 
voice mail, cell phone and/ or pager.  Whenever returning phone calls and answering machine picks up, we will not leave a 

message if the name or telephone number is not on the recorded message to identify the residents.  Information will also not be 

left with an unauthorized person who may answer the telephone.) 
 

I authorize this Dental Provider and/or staff to leave dental or account information pertaining to my care by the following 
methods and will assume responsibility to notify whenever this information changes: 

 

 Home Telephone:         _____ Yes   _____ No      Work Telephone:   ____ Yes    _____ No      

 Answering Machine      _____ Yes   _____ No      Work Voice Mail   ____ Yes   _____ No 

 Cell Phone/Voice Mail   _____ Yes  _____ No       

 E-Mail Address:_________________________________   

If you would like to have information released to someone other than yourself, please complete the following: 

Name :_____________________________________________ Phone:_________________________________ 

RIGHTS OF THE PATIENT 

I understand I have the right to revoke this authorization and that I have the right to inspect or copy the protected 

health information to be disclosed in this document or by sending a written notice to Comprehensive Dental Center.  I 

understand that a revocation is not effective in cases where the information has already been disclosed but will be 

effective going forward. 

I understand that the information used or disclosed as a result of the authorization may be subject to redisclosure by 

the recipient and may no longer be protected by federal or state law. 

I understand that I have the right to refuse to sign this authorization and that any treatment will not be conditioned on 

signing this authorization. 

This authorization shall be in force and effect until revoked by the patient or representative, by signing in the 

authorization.  This may not be a verbal notification, but must be done in written 

_________________________________________________ 
Patient Printer Name                                                    

 

_________________________________________________                        _____________________________ 
Patient/Patient Representative Signature                                                          Date 

 

_________________________________________________                         
If Patient Representative, Relationship to Patient                              
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