CONFIDENTIAL

Patient Registration Information

Date

Namig Patien! #
First Mi Last

Welcome to our praclicel

Thank you for selecting our dental healthcare team. Please fill oul this lorm completely In Ink. If you have any questions
of concoms, ploaie do not hesitale 1o ask lor assistonco-we will be happy to help!

Home oddress City StatefProv. ZipdP.C.
Birthdaote Home Phone Wark Phone

E-Mtail Call Phaona
Do you prefer o recelve calls ak: 1 Work [ Home [ Eithaar

Are you: LI Minor [ Single [ Married [l Divorced 1 Widowed L] Seporated
Your of your parent/guardian’s employer Cecupation
State/ ﬂf{

Business addross City Prow, P,
Spouso or paronl/guardian’s name___ Employor Work phone
Statef

I you are a studenl, name of schaolfcollogo City Prov.

Whom moy we thank lor referming you?

Parson to conlact in case of an emergency Fhono

Responsible Parly

Hame of person responsile for this account Relationship
Addross Home Phone
City ﬁgf\?'r E!E{ S5 W/SIN
Driver's license # Elrthdate Financial institution
E-Mail Cell Phone

Employer Work phone
Is this persen currently a patient in cur ofice? [ Yo CI Mo

Insurance Infommation

Mame of insunsd
Relationship lo pationt

Binihdato 35 #f5IN Date employed

Emnplayar Work phono .
Stales &

Addross of employar Cily Frow, PE{

[nsurance company Group # Employar/cart, #
tate/ 2l

Ins, co. oddress Ciky Frov. ;

How much is your deductibla? How much hove you used? Mox, annual banofil?

Pleass Continue,., B3



onal insuranca? [JYes CINo If yas, complale the following:
55 u/5IN Date employed
Work phone

State EIE.F
Addross ol omployer City Piow. P
Insurance company Group # Employarfcerd, #

Stata/ li%'
Ins. co, addrass City mp e T Prov. P.C.
How much i your doductiblo? How much hove you usad? Max, annual banefil?

Authorization, Releasa, and Agreement to Pay For Services Renderad

I autherize tho dontist to release any information including the diognosis and the records of any trealment or
examination rendared to me during the pedod of such Dental care o third party payors and/or othar heaith
practiionars.

I authorize and hereby request my insurance company 1o pay directly fo the dontist (or the dental group) Insurance
benofiis otharvise poyoble to me.

| understand that my dental insurance carier may pay less than the actual Bill for servces. | agree o be responsible
far payment of all services rendared on my bohall or on behall of my dependents,

X

Signoture of patient or parent/guardian it mincr Dalae

Financial Amangemenis

For your conventence, we offer ihe following methods of payment, Please check the option which you prefar. IT you
have any questions concaming financial arangemonts or neod special arangements, pleose aik for assistanca,
Payment in full ot each oppointment

Cash
__ Parsonal Check
Credit Cord Visa MasterCard
Card # Expiration Date

Late Charges

W1 do nof pay the enfire new balance within 25 days of the monthly billing date, o kale chorge of 1.5% on the Bolonco then ungid
and awed will be gasessed each month (i allowed by law), | reclize hatl foilure 1o keep this occount cumant may resull In you being
unable fo provide addiional dantal tardces axcopt for dontal amargencles or whoro thote & prepaymant for odditional sorvicas. In
the coso of daloull on paymoan! of this accownl, | agree fo pay cellecHon cosls ond reatonoblo otomay fees incurred in alampling
to colloct on Fhis amount of any fulure gutilanding accownl balancgs,

Thank you for filling out this form completely. The information you have provided will help us serve your denfal
haalthcara neads mare effectively and efficiently. If you have any queastions at any fime, pleasa ask us. We ara
always happy to help.

W R L



