Today’s Date ____/____/_____                 PLEASE PRINT LEGIBLY 
	ABOUT YOU!
Patient Name:   ___________________________________
                                 Last                          First                                M.I.

What you prefer to be called ______________ □ Male □ Female

Birth date ____/____/_____ Age___ SS# _____-____-______

Mailing Address: ________/___________________________________
     Street #                                  Street Name

________________________________________________________________

     City                                            State                                           Zip

Home Phone #: (________)__________________________________________

Work  Phone #: (________)_______________________EXT:______________
Cell Phone #: (________)___________________________________________

E-mail Address: __________________________________________________

Referred By: _____________________________________________________

Occupation: ______________________________________________________

Employer: ___________________________________How Long? __________

Employer’s Address: : ________________________________________

_______________________________________________________________

Marital Status: □ Single □ Married □ Divorced □ Separated □ Widowed
Spouse’s Name: ___________________________________________________
Do you have children? □ No □ Yes; How many? ____

Names of Children:__________________________________________
	INSURANCE INFORMATION
· Primary Dental Insurance
Name of Employer: _______________________
Ins. Co. Name ___________________________
INS. Phone #: (______)____________________________
INS. Address: _________/__________________________
                 Street #             Street Name
__________________________________________________ 

         City                                       State                                Zip

Subscriber’s: Name_________________________________
D.O.B. ____/_____/_____  S.S. #: _______-_______-_________
Ins. ID # ____________________________________________ 
Group # _____________________________________________

Relationship to patient: _________________________________
· Secondary Dental Insurance
Name of Employer: _______________________
Ins. Co. Name ___________________________
INS. Phone #: (______)____________________________
INS. Address: _________/__________________________
                 Street #             Street Name
__________________________________________________ 

         City                                       State                                Zip

Subscriber’s: Name_________________________________
D.O.B. ____/_____/_____  S.S. #: _______-_______-_________

Ins. ID # ____________________________________________ 

Group # _____________________________________________

Relationship to patient: _________________________________

	ACCOUNT INFORMATION
Person ultimately responsible for account:
Name: ___________________________________
Relation: _________________________________

Billing Address: ________/_________________________________

                                   Street #          Street Name

________________________________________________________________

     City                                            State                                           Zip

Work phone #: (____)__________S.S.#: ____-_____-_____

Drivers License #: _________________________________

Payment method:

□ Cash □ Check □ Credit card (enter number below if accepted)

_____________________________________________   ____/____

___________ I hereby authorize assignment of my insurance rights and

       Initials          benefits directly to the provider for services rendered. I fully understand I am solely responsible for any balance not paid by my insurance company (If offered at this office)
	IN EVENT OF EMERGENCY
Whom should we contact?
_________________________________
Relation:__________________________

Home Phone #: (_____)____________________

Work Phone #: (_____)_____________Ext:____

Cell Phone # (_____)______________________

____________________________________
Who is your Medical Doctor?

Medical Doctor’s Phone #:
(______)____________________Ext:_________

	· Our policy requires payment in full for all services rendered at the time of visit, unless other arrangements have been made with the business manager. If account is not paid within 90 days of the date of service and no financial arrangements have been made, you will be responsible for legal fees, collection agency fees, interest charges and any other expenses incurred in collecting your account.

· I authorize the staff to perform any necessary services needed during diagnosis and treatment. In the event of accidental exposure to the staff, I give permission to contact my medical doctor for any medical records necessary.
· I understand that I will provide current insurance information at the time of my appointment or I will be responsible for charges incurred to my account due to incorrect information. I also authorize the provider to release to the insurance company any information that they may require.

· I understand the above information and guarantee this form was completed correctly to the best of my knowledge and understand it is my responsibility to inform this office of any changes to the information I have provided.

                               Signature_________________________________ Date _____/______/______

                                                 □ Adult Patient  □Parent or Guardian   □ Spouse


