Welcome

Patient' Mame

Account #

Last

Date

First Initial

Date of Birth O Male O Female

If Child: Parent's Matme

Howy do wou wizh to be addrezzed

Singled Married O Separstedd Widowed O Minor O

Residence-Street

Dental Insurance

1st Cowverage

Date of Birth
Yrs.

Employee Mame
Employer Mame
Mame of Insurance Co.

City State Zip Address
Busziness Address
Telephone
Telephone: Res. Prograrm or Policy#
Social Security Mo,
Fax Cell Fhone Unian local or Group
et ]

PatientParent Employed By

Prezent Position

Hiaee Long Held

Whio iz Responszible for this sccount

Drivers License Mo,

Method of Payment: Insurance O Cash O Credit Card O

Purpose of Call

Cther Family Metmbers in this Practice

whom may swe thank for this referal

Patientfarent Social Security Ma.

SpouseParent Social Security Mo.

Someone to notify in case of emergency nat living with you__

New Patient Registration

DENTAL IHSURANCE
ZHD COVERAGE
Employee Mame Crate of Birth
Emplover Mame Yrs.

MHame of Insurance Co.
Address

Telephaone
Prograrm ar Policy #
Social Security Mumber
Linion Local or Group

RELEASE:
| autharize the dentist to perform diagnostic procedures and treatment as may be
necessaty for proper dental care

| authorize releaze of any information concerning my (or my child's) healtth care,
advice and treatment provided for the purpose of evaluating and administering
claims for insurance benefits.

| autharize releaze of any information concerning my (ar my child's) health care,
advice and treatment to another dertist

| understand that my dental care insurance carrier or payor of my dental benefits
may pay less than the actual kil for zervices. | understand | am financially
responzible for paymernts inthe full of all accounts. By signing this statement, |
revoke all previous agresments to the contrary and agree to be responsible for
pavroent in fiull at the tire the services are provided. Wy insurance carrier will
re-irnbrse me directlsy.

| attest to te accuracy of the infarmation on this page.

PATIEMTS OR GAURDIAN'S SIGHNATURE

DATE




