
., 

PATIENT REGISTRATION 
PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION 

DATE 1 \ DENTAL INSURANCE i_ 
LAST NAME FIRST M.l. \ PRIMARY CARRIER I 
PREFERS TO BE CALLED BY INSU~NCE COMPANY I 

IFffiiS ~ ADDRESS GROUP~ I 
APPOINTMENT CITY STATE ZIP EMPLOYER,AME I 
ISFORVOV 
START HERE HOME PHONE NO. FAX INSURED'S NA'\E I 

CELL EMAIL DATE OF BIRTH \ 
1 

RELArNSHIP TO PATIENT 

BIRTHDATE AGE MALE FEMALE INSURED'S I. D. NO. \ I 
MARRIED SINGLE DIVORCED WIDOWED INSURED'S SOCIAL S~RITY NO. 

SOCIAL SECURITY NO. SECO~ARY~RRIER 
DATE INSURANCE COrANY \ 
LAST NAME FIRST M.l. GROUPNO. I \ 

IFTHIS ~ ADDRESS EMPLOYEiAME \ 
APPOINTMENT IS 

CITY STATE ZIP INSUR/'S NAME \ FORYOUV START HERE HOME PHONE NO. DAT;:BIRTH I RELATIONSHIP TO \lENT 

BIRTHDATE I AGE I MALE FEMALE lruRED'S I. D. NO. \ 
SCHOOL GRADE INSURED'S SOCIAL SECURITY NO. \ 
SOCIAL SECURITY NO. 

IF YOUR CHILO'S LAST NAME AND/OR ADDRESS ARE NOT THE SAME AS YOURS, FILL IN THE TOP BOX ALSO 

ACCOUNT INFORMATION 4 
PERSON FINANCIALLY RESPONSIBLE FOR ACCOUNT 

'ZJ NAME 

RELATIONSHIP TO PATIENT I SOCIAL SECURITY NO. 

GETTING TO KNOW YOU 3 ADDRESS 

IS ANOTHER MEMBER OF YOUR FAMILY OR RELATIVE A PATIENT I 
CITY STATE ZIP AT OUR OFFICE? 

NAME: RELATIONSHIP: 
PHONE NO. 

YOU WERE REFERRED TO US BY 

YOU 
YOUR FORMER ADDRESS 

NAME 

OCCUPATION CITY STATE ZIP 

EMPLOYER'S NAME )- PERSON TO CONTACT FOR EMERGENCY 

ADDRESS CITY PHONE NUMBER 

PHONE NO. FAX NO. \- ADDRESS 

YOUR SPOUSE CITY STATE ZIP 

NAME 
CLOSEST RELATIVE NOT LIVING WITH YOU 

OCCUPATION 
PHONE NUMBER 

EMPLOYER'S NAME 

ADDRESS 
ADDRESS CITY 

PHONE NO. FAX NO. 
CITY STATE ZIP 

I 
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Patients 

CONSENT FOR TREATMENT 

1. I hereby authorize doctor or designated staff to take x rays, study models, photographs, 

ond other diognostic aids deemed appropriate by doctor to moke o thorough diognosis 

of (nome of potient) dentol needs. 

2. Upon such diagnosis, I outhorize doctor to pco-rform all recommended treotment 

mutuolly ogreed upon by me ond to employ such ossistonce os required to provide 

proper core. 

3. I ogree to the use of onesthetics, sedotives and other medication os necessory. I fully 

understond thot using onesthetic ogents embodies certoin risks. I understond thot I 

con osk foro complete recitol of any possible complicotions. 

4. I give consent to the doctor's or designated stoff's use ond disclosure of ony orol, 

written or electronic heolth records thot ore individuolly identifioble os mine for the 

purpose of corrying out my treotment, payment ond health core operations. I 

understond tt1ot only the minimum orrlOunt of informotion necessory to provide quolity 

core will be used or disclosed ond tr:ot o notice fully outlining the protection of my 

personal heolth informotion is available. 

5. I ogree to be responsible for poyment of oil services rendered on my beholf or my 

dependents. I understond thot payment is due ot the time of service unless other 

orrongements hove been mode. In the event poyments ore not received by agreed 

upon dotes, I understond that o l l /2% lote chorge (18% APR) moy be odded to my 

account. If required, I also understand o check of r·w credit history may be mode. 

Date. _____ Witness 

Party's Signature _______________ _ Reiat'!onship to Patient ______ _ 


