
Please Complete Both Sides

Welcome

Is patient covered by additional insurance?  □ Yes     □ No

Subscriber Name_________________________ 	 Birthdate______________________ 	 Relation to Patient_ _____________________________

Address (If different from patient’s)__________________________________________ 	 Phone (_____)_________________________________

City____________________________________________________________________	 State _________  Zip_____________________________

Subscriber Employed by_ _________________________________________________ 	 Business Phone (_____)_ ________________________

Insurance Company_______________________________________________________	 Soc. Sec. #_____________________________________

Contract #_______________________________ 	 Group #_______________________ 	 Subscriber #___________________________________

Names of other dependents covered under this plan___________________________________________________________________________

Date_________________________________ 	 Home Phone (_____)_____________________ 	 Cell Phone (_____)______________________

Name__________________________________________________________ 	 SS/HIC/Patient ID #____________________________________
	 Last Name	 First Name	 Middle Initial

Address_________________________________________________________ 	 E-mail_______________________________________________

City____________________________________________________________ 	 State _________  Zip___________________________________

Sex □ M     □ F     Age_______  Birthdate_____________________________ 	 □ Married	 □ Widowed	 □ Single	 □ Minor

	 □ Separated	 □ Divorced	 □ Partnered for ______ years

Patient Employer/School_ __________________________________________ 	 Occupation___________________________________________

Employer/School Address__________________________________________ 	 Employer/School Phone (_____)__________________________

Whom may we thank for referring you?_______________________________________________________________________________________

In case of emergency who should be notified?__________________________ 	 Phone (_____)________________________________________

Person Responsible for Account___________________________________________________________________________________________
	 Last Name	 First Name	 Middle Initial

Relation to Patient________________________ 	 Birthdate______________________ 	 Soc. Sec. #____________________________________

Address (If different from patient’s)__________________________________________ 	 Phone (_____)_________________________________

City___________________________________________________________________ 	 State _________  Zip_____________________________

Person Responsible Employed by____________________________________________	 Occupation_ ___________________________________

Business Address_ ______________________________________________________ 	 Business Phone (_____)_ ________________________

Insurance Company__________________________________________________________________________________________________________

Contract #_______________________________ 	 Group #_______________________ 	 Subscriber #___________________________________

Names of other dependents covered under this plan___________________________________________________________________________

(Vers.D2SSS04)	 #21771 – © 2004 Medical Arts Press® 1-800-328-2179

Patient Information

Primary Insurance

Additional Insurance

Michael Kaner, DMD and the staff are pleased to welcome you to our practice.  
Please take a few minutes to fill out this form as completely as you can.  

If you have questions, please call us at 215-357-1306 or email office@TrevoseDental.com.  
We look forward to working with you in maintaining your dental health.

Trevose Dental • 215-357-1306 • www.TrevoseDental.com





 

NOTICE OF PRIVACY ACKNOWLEDGEMENT 
 
I understand that, under the Health Insurance Portability & Accountability Act of 1996 
("HIPAA"), I have certain rights to privacy regarding my protected health information. I 
understand that this information can and will be used to:  
 
* Conduct, plan and direct my treatment and follow-up among the multiple healthcare 
providers who may be involved in that treatment directly and indirectly.  
* Obtain payment from third-party payers.  
* Conduct normal healthcare operations such as quality assessments and physician 
certifications.  
 
I acknowledge that I have received your Notice of Privacy Practices containing a more 
complete description of the uses and disclosures of my health information. I understand 
that this organization has the right to change its Notice of Privacy Practices from time to 
time and that I may contact this organization at any time at the address above to obtain 
a current copy of the Notice of Privacy Practices.  
 
I understand that I may request in writing that you restrict how my private information is 
used or disclosed to carry put treatment, payment or health care operations.  
 
I also understand you are not required to agree to my requested restrictions, but if you 
do agree then you are bound to abide by such restrictions.  
 
 

Patient Name _______________________________________________________________ 

Relationship to Patient ________________________________________________________ 

Signature and date: ___________________________________________________________ 
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