




Prince William Way Dentistry 

170 Prince William Way, Unit 10 

Barrie, Ontario 

Office: 705-721-9229  Fax: 705-721-6671

Email: info@princewilliamwaydental.com 

Date: ________________________ 

To Whom It May Concern: 

I, ___________________________________________, give authorization for (previous dentist 

name)____________________________________________, to release all dental records to Prince 

William Way Dentistry for the following patients: 

________________________________________   ________________________________________ 

________________________________________   ________________________________________ 

________________________________________   ________________________________________ 

Please email digital x-rays to the email provided above, and provide the following 

information: 

Last New Patient Exam: ___________________________ 

Last Recall Exam: ___________________________ 

Last Bitewing x-rays: ___________________________ 

Last Panoramic x-ray: ___________________________ 

Last FMS: ___________________________

Signature: ________________________________________________ Date ___________________________
Thank you for your co-operation. If you have any questions or concerns, please 

do not hesitate to contact us via our office number or email. 

Sincerely,  

Dr. P Jadidi and Dr. M Jadidi 



New Patient Office Policy Agreement 

I consent to this office, Prince William Way Family Dentistry, to collect, use and disclose 

information about me for the following purposes: 

Patient Care: 

• To assess your health needs and to deliver safe, efficient patient care

• To ensure continuously high quality services

• To advice you of treatment options

• To offer and provide treatment, care and services in relationship to the oral

and maxillofacial complex, and general dental care

• To allow is to efficiently follow-up for treatment, care and billing

Initial: ______ Staying 

in Contact: 

• To enable us to contact you

• To establish and maintain communication with you to distribute health-care

information, and to book and confirm appointments

Initial: ______ 

Insurance Claims and Submissions: 

• To complete and submit electronic and/or paper dental claims for third party

adjudication, pre-approval where necessary

• I authorize the release of my Dental Benefits Plan information, contained in

claims and estimates submitted electronically, or by mail. This authorization

shall continue to be in effect until contractually terminated by the account

holder

Initial: ______ Patient 

Account: 

• To send invoices for goods and services

• To process payments

• If patient accounts fall into arrears, all reasonable collection fees will be the

responsibility of the patient, in addition to the arrears

Initial: ______ Privacy: 

• For teaching and demonstrating the purposes on an anonymous basis

• To permit potential Dentists, practice brokers, and/or advisors to evaluate the

dental practice and conduct an audit

Initial: ______ 

Cancelled, Missed, or Rescheduled Appointments: 

• I am aware that there may be a $50.00 charge when cancelling/rescheduling

an appointment with less than 2 (two) business days notice.

• I am aware that there may be a $50.00 charge when an appointment is missed.

Initial: ______ 

Patient Signature:   _________________________________________ 

Date:   ___________________________________ 



172 Prince William Way, Unit 10 Barrie, ON  |  (705) 721­9229  |
http://www.princewilliamway.com.

Insurance Information Request

Insurance Company: __________________________________________________

Employer: __________________________________________________

Policy/Contract #: __________________________________________________

Member id #(certificate/employee/SIN):

__________________________________________________

Member's (owner of policy)  Date of Birth:

__________________________________________________

Claimant's (patient)  Date of Birth:

__________________________________________________

Claimant's first name: __________________________________________________

Claimant's last name: __________________________________________________

Claimant's relationship to member (child/spouse) :

__________________________________________________


