PATIENT REGISTRATION

First Name: ______________________ Last Name: ________________________ Middle Initial: _______

Patient Is: ( Policy Holder


Preferred Name: ____________________


      ( Responsible Party (someone other than the patient)

Patient Information

First Name: ______________________ Last Name: ________________________ Middle Initial: _______

Address:__________________________________ City:____________ State:________ Zip: __________

Home Phone:_________________ Work Phone: __________________ Cell Phone: ______________

Birth Date: _________________ SSN #: ________________ E-mail: __________________________

Sex: ( Male   (Female   

Marital Status: ( Married  ( Single  ( Divorced  ( Separated ( Widowed

Responsible Party

First Name: ______________________ Last Name: ________________________ Middle Initial: _______

Address:__________________________________ City:____________ State:________ Zip: __________

Home Phone:_________________ Work Phone: __________________ Cell Phone: ______________

Birth Date: _________________ SSN #: ________________ E-mail: __________________________

( Responsible Party is also Policy Holder for Patient   ( Primary Insurance Policy Holder   ( Secondary Insurance Policy Holder
*** I would like to receive appointment reminders via ( Home  ( Cell  ( Work  ( E-mail ***

Primary Insurance Information

Name of Insured: ____________________ Relationship to Insured: ( Self  ( Spouse  ( Child  ( Other

Insured SSN #: _________________ Insured Birth Date: _______________ Employer:_____________

Insurance Company: ________________________ Group #: _____________ ID #: _______________

Secondary Insurance Information

Name of Insured: ____________________ Relationship to Insured: ( Self  ( Spouse  ( Child  ( Other

Insured SSN #: _________________ Insured Birth Date: _______________ Employer:_____________

Insurance Company: ________________________ Group #: _____________ ID #: _______________

Who may we thank for referring you to our office? ___________________________

In case of an emergency, contact    Name:_________________ Phone: ___________ Relation: ________

Consent, Assignment of Benefits and Responsibility

I hereby authorize and request the performance of dental services for myself (or child). I also give my consent to any necessary dental procedures, medications or anesthetics to be administered by the attending dentist or the supervised staff. I hereby authorize this office to furnish information to insurance carriers concerning my treatment and I assign to the dentist all payments for dental services rendered to myself or my dependants. I understand that dental services furnished to me are charged directly to me and that I am personally responsible for payment. If I carry insurance, I understand that this office will help prepare my insurance forms to assist in making collections from insurance companies and will credit such collections to my account. However, this dental office cannot render services on the assumption that charges will be paid by an insurance company. In the event of default, I promise to pay legal interest on the indebtedness together with collection costs and reasonable attorney fee.

_____________________________________________________________________________________

Patient or Guardian’s Signature






Date

