
WELCOME TO OUR PEARL RIVER DENTAL FAMILY! 

We're so delighted that you've chose us as your home for your oral care needs! We look forward to getting to know 

you. Here are 3 things that you should know about us: 

1. Pick appointment times that work around your schedule. We reserve the perfect amount of time to facilitate your 

treatment needs. In the event of a cancellation, we require 24 hour notice. Otherwise, your account will be subjected to 

a $40 cancellation fee.  

2. At a convenience to you, all treatment plans will be reviewed in detail and co-pays collected before services are 

rendered so that there are no surprises.  

3. You're always eligible for 10% off of services provided for the day if you share a friendly comment on our website or 

a Facebook post using the following hashtags #pearlriverdental #pearlywhites  

Thank you again for choosing Pearl River Dental, we look forward to answering any questions that you may have. 

We're excited about our journey together. Sit back, relax and Smile! 

Thank You, 

Pearl River Dental 

 

Pearl River Dental 

209 Riverwind East  

Pearl, MS 39208 

Telephone (601)-936-6161 Fax (601)-936-6163 

www.pearlriverdentalgroup.com 
 

 



 

Patient Information 

Patient Name:____________________________________ Preferred Name:_______________________ 

Birthdate:__________________ Male:______ Female:_____ Married:_____ Single:_____Minor: Y N 

SS#:______________________________Driver’s License #:_______________________________ 

Address:________________________________City:_______________State:______ Zip:____________ 

Home #:_______________________ Work#:_____________________ Cell #:_____________________ 

E-Mail Address:_______________________________________________________________________ 

Employer:____________________________ 

Emergency Contact: ____________________________ Phone #:_______________________________ 

How did you hear of us? ______________________________________ 

If referred by someone, whom may we thank for the referral?_________________________________ 

 

Parent/Guardian Information (If patient is a minor): 

 

Name:_________________________________ Relationship to patient:_________________________ 

Birth Date:_________________ SS#:___________________Driver’s License #:____________________ 

Address:____________________________ City:______________ State:__________ Zip:___________ 

Home#: ________________ Work#: ____________________ Cell#: ____________________________ 

*********************Office Payment Policy and Financial Agreement*********************** 

All services will be paid at the time of the visit with the exception of deferred insurance balances. A balance unpaid for three 

(3) months will be considered delinquent and be turned over to a collection agency. A collection fee of 50% of the balance 

will be added to the cost being sent to collections. There is a $40.00 return check fee. You are responsible for ALL Collection 

Cost, Any Attorney Fees or Court Cost will also be the responsibility of the person financially responsible for the account.  

 

SIGNED: ____________________________________________________DATE:_____________________________ 

 

 



 

Insurance Information 

THE OFFICE CANNOT VERIFY BENEFITS WITHOUT ALL BLANKS COMPLPETETED 
IT WILL BE RETURNED TO YOU FOR COMPLETION 

POLICY HOLDER ONLY!! 

 

Primary Dental Insurance: ______________________________________________________ 

Secondary Insurance:__________________________________________________________ 

*Name of Insured: _____________________________ ID #: ___________________________ 

SS#:_________________________________ Date of Birth: ____________________________ 

Employment of Insured: _________________________________________________________ 

Employment Address: ___________________________________________________________ 

Zip Code:________________________________ Employer’s Phone: ______________________ 

Group Name: ____________________________ Group Number:__________________________ 

Claims Office Address: ____________________________________________________________ 

City:__________________________ State:________________ Zip Code:___________________ 

Provider Information Phone Number: _______________________________________________ 

 

 

INSURANCE 

As a courtesy to our patients, we will be happy to file your insurance relative to your treatment. Our 
professional services are rendered to you NOT the insurance company. YOU are directly responsible to 
us for the obligation of providing us with complete dental insurance information. We retain the right to 
refuse filing your dental insurance if the information is not provided and updated on a timely manner. 

Our office will ESTIMATE the percentage the insurance will pay and you will be responsible for the 
percentage not covered. These fees will be collected at the time serviced are rendered.  YOU WILL BE 

RESPOSIBLE FOR ALL CHARGES DEEMED INELIGIBLE OR DENIED BY THE INSURANCE COMPANY. Only in 
this manner can we achieve the best interpersonal relationship and optimum treatment demanded.  

 

Patient/Guardian Signature:________________________________ Date:________________________ 










