
Kari H. Langley, DMD 

F A M I L Y   D E N T I S T R Y 
 

10720 S. Tryon Street ▪ Suite H ▪ Charlotte ▪ North Carolina ▪ 28273 

Phone 704.583.0966 ▪ Fax 704.583.0520 

PATIENT INFORMATION FORM  
PLEASE FILL OUT COMPLETELY 

 
         Name: First _______________________MI ____Last: ________________________Preferred name:_____________ 

         Date of Birth: ____/____/_______  Gender: M / F   Marital Status: M / D / S / Sep    SSN:______-______-_______ 
 
         Home address:  Street: _________________________________________________________________  
      
                           City: ________________________________State:______ Zip Code: __________ 
 

         Telephone: Home: ______-______-________ Work: ______-______-________ Cell: ______-______-________          
 

         Email: ___________________________________________ Preferred contact:  home □   work □  cell □   email □ 

 
         Employer: ____________________________________________________________   Phone___________________ 
 

         Employment address:_____________________________________________________________________________ 
 

         Responsible Party:  Myself □   Other: ________________________ Relation to Patient: ________________ 
 

         Emergency Contact: ______________________ Phone (H) ______________ (W) _____________ (C) ___________ 
 

         Spouse Name: _________________________    Children’s names: _______________________________ 
 
         How did you hear about our office?  Yellow Pages □  Drove by □  Internet □  Referral □ Who can we thank?____________ 
 

Dental Insurance Yes □  No □  WE  REQUIRE A COPY OF YOUR  INSURANCE CARD AND DRIVERS LICENSE 

Dental Insurance Company:  

Address:  

Policy #:                                                                                Group#  

Name of Insured (Policy Holder):  

Patient's Relation to Insured:       Self □    Spouse □     Child □  

Insured Address:  

Insured Phone: (H)                           (W)                           (cell)            

Insured Employer:  

Insured Employer's Address:  

Insured Date of Birth:  

Insured SSN:                             Carrier/Plan ID:  

  
  

Kari H. Langley, DMD, PA does not participate with any insurance plans. 
 

 As a courtesy, we will gladly file your insurance with your insurance company. 
However, all charges are the responsibility of the patient or guardian.  

 
 
 

  I certify that the information on this form is correct. I am responsible for any balance on this account, even if I have dental 
coverage. I authorize Kari H. Langley D.M.D., P.A. may release my information to my insurance company 

 
 

Patient’s or Guardian Signature  _______________________________________________ Date: _______________ 

 



Kari H. Langley, DMD 

F A M I L Y   D E N T I S T R Y 
 

10720 S. Tryon Street ▪ Suite H ▪ Charlotte ▪ North Carolina ▪ 28273 

Phone 704.583.0966 ▪ Fax 704.583.0520 

 
 
 

 

IMPORTANT INFORMATION FOR OUR PATIENTS 
 

Part of our mission at Kari H. Langley Family Dentistry is to provide you with quality, state-of-the-art 
dental care. It is our goal to assist you in obtaining and maintaining the highest level of personal dental health 

and patient relations.  We want you to have a healthy, beautiful smile you desire and deserve! 
 

Appointments 
Our appointments are scheduled to respect your time.  We reserve a specific time for your care and we make 

every effort to see you at that appointed time.  We appreciate your promptness and consideration in not 
changing your scheduled time.  However, if you do need to change an appointment, a 48 hour notice is required.  
If a 48 hour notice is not given, we reserve the right to charge $35 per hour, for any missed, cancelled or broken 

appointment. 
 

Payment Options 
For your convenience, we accept cash, credit cards, and Care Credit (ask us about this wonderful 3rd party 
financing plan!).  Our office will not send out a statement unless a balance is due.  All balances incur 1.5% 
interest per month if a payment is overdue.  Returned checks are subject to a $25 returned check fee.  Cash 

Reward: For any treatment that exceeds $1,000 we extend a Courtesy Saving of 5% when all fees are paid by cash 
at the beginning of treatment. 

 
Dental Insurance 

We are pleased to assist you in obtaining the maximum benefit from your dental insurance plan.  We estimate 
benefits and we accept assignment of payment from your insurance company.  Dental insurances aid patients 

with the cost.  Payment of your portion in full is expected at the time you are in our office for dental care.  As a 
courtesy, we are happy to file your insurance with direct payment to our office; however, patients are 

responsible for the entire account balance not paid by your insurance company. 
 

 
 

 

 

We appreciate you as a patient and thank you kindly for you cooperation. 

 
I have read and understand the important information and accept my responsibilities as a patient in this office. 

 
 

_____________________________________________________     ______________________ 
 Signature (Patient or Legal Guardian)        Date 
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F A M I L Y   D E N T I S T R Y 
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