PATIENT INFORMATION (Please Print)

Title: First Name: Mi: Last Name:
Birthdate: Soc. Sec.: Gender: () Male (  Female
Address Apt./Suite:
City State: Zip Code:
Phones:  Home: ( ) Work: ( ) Ext:
Mobile: () Fax:( ) Email:
Employer: Phone: ( ) Occupation:
Referred By: General Dentist:
FIRST NAME LAST NAME FIRST NAME LAST NAME
Have you been seen in this practice before today? ( ) Yes( ) No
PERSON RESPONSIBLE FOR ACCOUNT (if other than patient)
Title: First Name: Mi: Last Name:
Relationship to Patient: [ ] O Gl Soc. Sec.:
patient  spouse child other - please specify
Address: Apt./Suite:
City: State: Zip Code:
Phones: Home: ( ) Work: ( ) Ext:
Mobile: ( ) Fax: ( ) Email:
Employer: Phone: () Occupation:
DENTAL INSURANCE INFORMATION
~Primary Insurance/ Secondary Insurance
ins. Co. Ins. Co.
Group #: Phone: Group #: Phone:
Employer: Employer:
Employee (if other than patient) Employee (if other than patient
Name: Name:
Birthdate: Soc. Sec.: Birthdate: Soc. Sec.:
Subscriber #: Sex:() Male () Female |Subscriber #: Sex:( ) Male () Female
I authorize the release of any information rel;;ing toﬁéhis él;ié
and hereby direct benefits payable to the attending
dentist. My co-payment is due at initiation . .of treatment. Any
balance not paid by insurance 1s my responsibility.

A notice of privacy practice 1is available to me and 1is
the lobby.
Signature (parent or guardian if patient is a minor) Date Signature of authorized representative Date

posted 1n




