
 Todd W. Newton, D.D.S.
Corry L. Timpson, D.D.S.
Robert W. Nisson, D.D.S.

1525 W. Warm Springs Road
Suite 100
Henderson, Nevada 89014
702.454.0818
Fax 702.454.3716

PERSONAL INFORMATION 

PATIENT NAME_________________________________________________ DATE OF BIRTH __________________ 

SOC. SEC #_____________________________________   MALE______________ FEMALE____________________ 

ADDRESS __________________________________________________ APT. _______________________________ 

    __________________________________________         ___________     _____________ 

  (CITY)  (STATE)   (ZIP CODE) 

HOME #______________________   CELL #________________________ EMAIL ____________________________ 

EMPLOYER__________________________________ POSITION___________________ PHONE #______________ 

PARENT/SPOUSE NAME ______________________________________ PHONE # ___________________________ 

MEDICAL PHYSICIAN OF ABOVE PATIENT_____________________________PHONE #______________________ 

PREVIOUS DENTIST _____________________________________________________________________________ 

(NAME)                                           (PHONE) 

ADDRESS______________________________________________________________________________________  

** EMERGENCY CONTACT ______________________________________________ PHONE # _________________ 

(NEAREST RELATIVE NOT LIVING WITH YOU)

RESPONSIBLE PARTY 

WHO IS REPONSIBLE FOR THIS ACCOUNT?_________________________________________________________ 

RELATIONSHIP TO PATIENT_________________________________________________________ 

DATE OF BIRTH ________________  SOC. SEC# _______________________    MALE ________ FEMALE________ 

DRIVERS LICENSE # _____________________________________________________________________________ 

(STATE)                    (EXPIRATION) 

HOME ADDRESS ________________________________________________________________________________ 

(CITY)         (STATE)                (ZIP CODE) 

HOME PHONE # _______________________________  CELL PHONE # ___________________________________ 

EMPLOYER ____________________________POSTION_________________ PHONE #_______________________ 

EMPLOYER ADDRESS ___________________________________________________________________________ 

WHOM MAY WE THANK FOR REFERRING YOU TO OUR OFFICE?_______________________________________ 

2520 Anthem Village Dr.
Suite 100
Henderson, Nevada 89052
702.454.7704
Fax 702.454.0200



INSURANCE INFORMATION 
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HIV/Aids 

 

1. Are you having pain or discomfort at this time? …………………………………………………. 
2. Do you feel very nervous about having dentistry treatments? …………………………………… 
3. Have you ever had a bad experience in the dentist’s office? …………………………………….. 
4. Have you been a patient in the hospital during the last two years? ……………………………… 
5. Have you been  under the care of a medical doctor during the past two years? …………………. 
6. Have you taken any medicine or drugs during the past two years? ……………………………. 
7. Are you allergic or sensitive to latex? ……………………………………………………………. 
8. Have you ever taken Fosamax or any osteoporosis medication? ………………………………... 
9. Are you allergic to (i.e. itching, rash, swelling of hands, feet or eyes) or made sick by penicillin, 
       Aspirin, codeine, or any drugs or medication? …………………………………………………... 
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Thank you for choosing us as your dental care provider. We are committed to providing you with the best care 
possible.  In order to achieve this goal, we need your assistance and your understanding of our financial 
policies. If you have any questions or concerns regarding these policies, please feel free to ask any of our staff. 
If you would like a photocopy of this outline, please ask. 
 
Payment for services are due at the time services are rendered.  We accept cash, checks, Mastercard, Visa, 
Discover or American Express. We will submit an insurance claim on your behalf if you show proof of 
coverage. If your insurance company/ coverage  changes please notify us immediately. 
 
Please understand the following: 

TO OUR VALUED  PATIENT 

 Your insurance policy is a contract between you, your employer, and the insurance company. We are not 
a party to that contract. Our relationship is with you, the patient. 

 

 Although we routinely try to secure payment from your insurance company by acting as the go-between, 
all charges are your responsibility whether the insurance company pays or not. Please be aware that 
some, and perhaps all, of the services provided may be non-covered services and not considered 
reasonable and necessary under you dental insurance. Fees for these services, along with unpaid 
deductibles and co-payments are due at the time of treatment. 

 

 You are responsible for knowing your insurance benefits. Is preauthorization required for any treatment 
exceeding $500.00? Is your insurance a PPO or is it an open plan? If we can be of assistance, please let 
us know. 

 

 If your insurance company does not pay in full within 30 days, we ask you to contact your insurance 
company to check status. If after 45 days they so not pay the balance is due. We expect prompt payment 
from you within 10 days of statement received for any balance due after insurance pays. 

 

 Any patient who fails to show up for their appointment and does not call to reschedule at least 48 hours 
in advance, may be charged $50.00. 

 

 Any balance due on account over 90days is subject to an 18% service charge. 
 

 Returned checks are subject to a $25.00 returned check fee. 
 

 In the event your account is sent to collection agency, you will be responsible for any collection fee, 
legal fees or court costs. 

 

 You agree, in order to service your account or to collect any amounts you may owe, we may contact you 
by telephone at any number associated with your account, including wireless telephone numbers, which 
could result in charges to you. We may also contact you by sending text messages or e-mails, using any 
email address you provide to us. Methods of contact may include using pre-recorded/artificial voice 
messages and/or use of an automated service, as applicable. 

Our practice is committed to providing the best treatment for our patients. We encourage you to notify us of 
any changes to your health status or any of the above information. 

Patient’s Name (Please Print)_________________________________________________________________ 

 

Patient’s Signature _______________________________________________ Date______________________ 
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