
Clifford W. Gross, D.D.s. 

Big FamIlyDentJsby 

PATIENTNAME__________~------.------~--------

PATIENT ADDRESS____-+-__~.__CITy____~___ STATE!ZIP___ 

N AMP., OF SPOUSf_~_____+--___ HOME PIIOND_______WORK PHONE_________ 

,____________CITy____STATE/ZIP_____PATIENT EMPLOYED BY (OR P 

PATIENT SOCIAL SECURITY #-t-------- SPOUSE SOCW~ SECURITY # 

Sf'ou~t bMPLOYED BY___-t-_____CITY____________STATE/Z[P___ 

__________v __-~SPOUSE WORK PHONF _ _ _ +-_ _ ___ ltEFERRED BY 

NAME OF DENTAL INSURANCE 

.JU",,...n CE CARRlER 

TP# 

1D# ___________________ _ _____~_AGREEMENT #______,___ 

NAME Or SPOUSE UcNTAL 

ID# _________ AGREEMENTrr____________ 

PATIENT DATE OF BIR .----i------- SPOUSE DAIE OF BIRTH 

E-MAIL ADDRESS:_~____i-_ ____________.____________________ 

DO YOU HAV}'. A HEART 

I understand that my . is an agreement between my insurance company a.no me. 

I also understand that I am Ie for the balance ofmy dental account regardless of 
my insurance. 

I understand that 1may' ran 18% finance charge ifmy balance goes beyond 30 days. 

I assign dental benefit ents to be paid directly to Dr. Clifford W. Gross from my 
insurance company. 

I give pennission for my and hislher clinical team to take any necessary diagnostic 
films, photos. or study to p"op~rly enable complete diagnosis Ilnd trentmcnt. 

x____~__--~~~---~~~----
PATIENT OR PARENT STGNATllRF 

699 D%ro Drive _ Morrisville, PA 19067 • (215) 295..-1251 


