
PATIENT INFORMATION (CONFIDENTIAL)  Date:___________________ 
 
Name_____________________________________________________________ 
 (FIRST)    (MI)    (LAST) 
Birth date _________ SS/SIN#_______________ Email_____________________ 
Address_______________________City________________State____Zip______ 
Home Ph_______________ Work Ph_______________ Cell Ph______________ 
Check Appropriate Box    Minor     Single     Married     Divorced      Widowed     Separated 
If College Student, FT/PT School Name_____________________ City/State__________ 
Employer_______________________Address_____________________________ 
Whom may we thank for referring you? __________________________________  
Person to contact; in case of an emergency________________________________ 
       (Name)    (Phone) 

RESPONSIBLE PARTY (Parent/Guardian)     Check this box if same as patient. 
 
Name _________________________Relationship to Patient__________________ 
__________________________________________________________________ 
(Address)     (City)   (State)   (Zip)  
 
Birth date _________ SS/SIN# ______________ Primary Ph# _______________ 
 
INSURANCE INFORMATION     Check box if same as Patient 
            Check box if same as Responsible Party 
 
Name of Insured______________________ Relationship to Patient____________ 
Birth date_________ SS#/SIN________________ Work Number______________ 
Employer_______________________________ Union or Local #_____________ 
Employers Address___________________________________________________ 
Insurance Co.______________________________ Ph Number________________ 
Ins. Address________________________________________________________ 
Policy#/Member ID________________________ Group Number______________ 
 
Do you have any secondary Insurance? ____ If yes, Please complete the following: 
 
Name of Insured______________________ Relationship to Patient____________ 
Birth date_________ SS#/SIN______________ Work Number________________ 
Employer_______________________________ Union or Local #_____________ 
Employers Address___________________________________________________ 
Insurance Co.____________________________ Ph Number__________________ 
Ins. Address________________________________________________________ 
Policy#/Member ID____________________ Group Number_________________ 



Church Street Dental 
Walter E. Gazda, D.M.D., P.C. 

109 Church Street 
Chicopee, MA 01020 

Telephone: (413) 592-2342 
 
 

Fluoride benefits people of all ages 
 
 
The American Dental Association (ADA) and American Medical Association (AMA) 
highly recommend fluoride for people with any of the following: 
 
  History of reoccurring decay 
  Areas of recession 
  Areas of sensitivity 
  Dry mouth 
  Patients receiving radiation therapy 
  Poor diet 
  Crowns or bridges 
 

The fee for all fluoride treatments is $31.00. Children are usually covered BUT 
Insurance companies do not always guarantee reimbursement.  
 
 
____    Yes. I want to receive fluoride treatments and I understand whether or not my 
insurance reimburses me, that I am responsible for payment in full. 
 
____    No. I do not want to receive fluoride treatments and I understand the health 
benefits that I am refusing. 
 
 
 
 
 
 
 
Signature:_______________________________________   Date:__________ 
 
 
 
 



Church Street Dental 
Walter E. Gazda, D.M.D., P.C. 

109 Church Street 
Chicopee, MA 01020 

Telephone: (413) 592-2342 
 

Financial Agreement 
 

I acknowledge that payment is due at the time of treatment, unless other arrangements are 
made.  I agree that parents, guardians or personal representatives are responsible for all fees 
and services rendered for treatment of a minor/child.  I accept full financial responsibility for 

all charges for services or items provided to me, to my minor/child, or to the patient for 
whom I have legal responsibility.  I understand that filing a claim with my insurance 
company does not relieve me from my responsibility for the payment of all charges. 

 
 

________________________________________   __________________ 
Signature of Patient, Parent, Guardian, or Personal Representative  Date 
 
 
 
________________________________________________   _____________________ 
Please print name of Patient, Parent, Guardian, or Personal Representative Relationship to Patient 
 
 

Insurance Assignment and Release 
 

I certify that I, and/or my dependent(s), have insurance coverage with 
______________________________ and assign directly to Dr. Gazda all insurance 

benefits, if any, otherwise payable to me for services rendered.  I understand that I am 
financially responsible for all charges whether or not paid by insurance.  I authorize the 

use of my signature on all insurance submissions. 
 

The above-named doctor may use my health care information and may disclose such 
information to the above-named Insurance Company (ies) and their agents for the 

purpose of obtaining payment for services and determining insurance benefits  
payable for related services.   

 
 
________________________________________   __________________ 
Signature of Patient, Parent, Guardian, or Personal Representative  Date 
 
 
________________________________________________   _____________________ 
Please print name of Patient, Parent, Guardian, or Personal Representative Relationship to Patient 







	  



 
Church Street Dental 

109 Church St Chicopee MA 01020 
413-592-2342 

www.churchstreetdental.com 
 
 
 
 
Notice of Privacy Practices HIPAA  
 
I have received a copy of the HIPAA notification. 
 
 
Signature         Date 
 
My information can be shared with: 
 
 
Name         Relation to patient 
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