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welcome

PATIENT NUMBER
B R R B e S T S 0 35053 = |

Age Date
Pztient’s Name o Dateof Birth JMale O Female
Iasd e 51 ')
[f Child: Parent's Name DENTAL INSURANCE:

How do you wish to be addressed
Single 2 Mamded 3 Separated 3 Dioecad 0 Widowed 3 Minor Q3

Aesidence - Street

City State Zip
Business Address

Telephone: Res. _ Bus.

Fax Cell Phone ¢

eMail

Pgtient'Parent Employed By
Present Posiion
How Long Held

Spouse/Parent Name

Spouse Employed By

Presenl Position

How Long Held ___

Who is Responsible for this acoount _

Drivers License No.

Method of Payment: Insurance J Cash 1 Credit Card J
PurposeofCall S QR o

Other Family Members in this Practice

Whom may we thank for thes referral

Patient/parent Social Securniy No.
Spouse/Parent Social Security No.

Somecne lo notify in case of emergency not living with you

RmNoTINR

1ST COVERAGE

Date of Brth

Empioyee Name

Relaionship to patient
Employer Name Yes.
Name of Inzurance Co.
Adcress

Telephone
Program or polcy 0
Sccial Sacurity No.
Ueion Local ar Graup

DENTAL INSURANCLE

2ND COVERAGE
Dale of Grlh

Employee Name
Ralzfionship to patient

Employes Name Yrs.
Name of Insurance Co.

Address

Telaphona
Program or poficy #
Social Security No.
Union Local o Group °s

NI R A M L T MR S R L R OO TR DN AL a. -~ et ~
CONSENT:

i cansant to the dagnesic procedures and reatment by the dendst nacessary for
peaper dentd care.

I consent to the densts uze and dedoswe of mYy records ;Of my chid’s recorcs| to
carry ool Ircalmenl, ko abizin gymenl, and for hose acilies and heall cans oper-
aons that are ralated o treatmant or payment.

Icunsend o Ihe dedosue of sy réconds {or my chid’s recards) lo the Sallowing per-
sons who are invoived in my care (o my child's care) or payment for thal came.

My consent %o disciozsure of racords shall be effecave unbl | rewoke it in wing.

| authonze payment drecthy to the denist or dental group of msurance benelits other
wise payable 1o me. | undersiand that my dental care Inswancs camer of payor of
my dental benefts may pay fess than the adual &l for services, and thal | am Enan-
cialy responsible for payment i full of afl accounts. By signing this siatement, |
evake al previcus agreemeants 1o the conltrary and agree 1o be responsiie for pay-
man: of senvices not paid, by my dental care payor

1 aBes] 10 the Sccuracy of the informatica on this page.

PATIENT'S CR GUARDIAN'S SIGNATURE

DlkE -

REGISTRATION



