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DATE 
1

LAST NAME FIRST M.I .

PREFERS TO BE CALLED BY

ADDRESS

CITY STATE . ZIP

HOME PHONE NO. FAX

CELL EMAIL

BIRTHDATE AUE MALE FEMALE

MARRIED SINGLE DIVORCED WIDOWED

SOCIAL SECURITY NO.

DATE

LAST NAME FIRST M.I .

ADDRESS
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CITY STATE ZIP

HOME PHONE NO.

BIRTHDATE MALE FEMALE

SCHOOL GRADE

SOCIAL SECURITY NO.

PATIENT REGISTRATION
PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION

lnt5
)POINTMENT
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IF YOUR CHILD.S LAST NA[,,IE AND/OR ADDRESS ARE NOT THE SAIVE AS YOURS, FILL IN THE TOP BOX ALSO

DENTAL INSURANCE 2

pntMARVcnnruenr

INSURANCE COMPANY

GROUP NO.

EMPLOYER NAME

INSURED'S NAME

DATE OF BIRTH I RELATIONSHIP TO PATIENI

INSURED'S I .D, NO.

INSURED'S SOCIAL SECURITY NO.

INSURANCE COMPANY

GROUP NO.

EMPLOYER NAME

INSURED'S NAME

DATE OF BIRTH I FELATIONSHIP TO PATIENI

INSURED'S I .D. NO.

INSURED'S SOCIAL SECURITY NO.

ACCOUNT TNFORMATTON 4

PERSON FINANCIALLY RESPONSIBLE FOR ACCOUNT

NAME

RELATIONSHIPTO PATIENT I SOCIAL SECURITY NO.

,lr,t
ADDRESS

IS ANOTHER MEMBER OF YOUR FAMILY OR RELATIVE A PATIENT
AT OUR OFFICE?

NAME: RELATIONSHIP:

CITY STATE ZIP

PHONE NO.
YOU WERE REFERREDTO US BY

YOU:
YOUR FORMER ADDRESS

NAME

CITY STATE ZIP
OCCUPATION

EMPLOYER'S NAME PERSON TO CONTACT FOR EMERGENCY

ADDRESS CIry PHONE NUMBER

PHONE NO, FAX NO, ADDRESS

YOUN SPOUSE CITY STATE ZIP

NAME
CLOSEST RELATIVE NOT LIVING WITH YOU

OCCUPATION
PHONE NUMBER

EMPLOYER'S NAME

ADDRESS
ADDRESS CITY

PHONENO. FAXNO.
CITY STATE ZIP
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I  herel-rrr  nrr fhnr izA r inClofI  i ,v ,vvy

ond other diognost ic cids

CONSEI\T FOR TREATh/ EI\T

or designaied stcf f  to

deemed oppropric le
lcke x-roys, study models, phofogrcphs,

by docior to moke o thorough dicgnosis

's dentql  needs,of (nome of pct ienl)

Upon such dicgnosis,  I  cuthor ize docfor to perform al l  recommended treotment

mutucl ly ogreed upon by me ond to employ such cssistance os required to provide

pr0per ccfe,

I cgree to ihe use of anesthetics, sedctives and ather medicotion os necesscry, I fuliy

undersland thct using onesthet ic cgents embodies certain r isks, I  understond thot I

con osk for c complete reci tol  of  cny possible compl iccf ions,

I  give consent to the doctor 's or designnted stcf f  s use cnd disclosule of ony orcl ,

wri t ten or electronic heclth records thct ore individual ly ident i f icble cs mine for the
purpose of corrying out my treufment,  pcyment qnd health core operct ions. I

underslond ihct oniy fhe minimum cmounf of informotion necessory to provide qual i ty

care wi l i  be used or disclosed ond thot c not ice ful ly oui l in ing the protect ion of my
perscnci heolth information is ovoi lcble,

I  cgree to be responsible for pcyment of al l  services rendered on my behoif  or my

dependents. I  understand thot pcyment is due at the t ime of service unless other

orrcngements hcve been mcde, In fhe event pcyments cre not received by agreed

upon dctes, I  understand thct a 1-112o/" lcte chorge (, l8"/ .  APfl)  rnoy be cdded to my

cccounf.  l f  required. I  c lso uncierstand a check of my credit  history may be mcde,

Witness

5"

Pafient 's Signcfure

Pcrent lResponsible Pcrty 's Signcture

D0ie

Relot ionship to Pot ient


