Patient Registration 


Date: _______________
Name: ______________________________________

(circle one)
Male

Female


Spouse: _____________________________________

Address: ____________________________________


    _____________________________________

Home #: ___________________________
Work#: _____________________________

Cell #: _____________________________ 
Pager#: _____________________________

Email: __________________________________________________________________

May we email you to confirm appointments and let you know of any openings that occur?     Yes    No
May we text you to confirm appointments and let you know of any openings that occur?        Yes    No

Date of Birth: ________________ Age: __________   Social Security Number: _________________

Are you? (Circle one): 
Married
Single
Divorced
Widowed
Primary Dental Insurance

	Insurance company:
	Group number:

	Employer: 


	

	Employee:


	Date of Birth:

	Insurance ID:
	Employee’s SS#:

	Insurance Address:
	Insurance Phone Number:



Secondary Dental Insurance

	Insurance company:

	Group number:

	Employer:


	

	Employee:


	Date of Birth:

	Insurance ID:
	Employee’s SS#:

	Insurance Address:
	Insurance Phone Number:




OVER------------(
Person financially responsible for the account: 

Name: _______________________________________ Relationship to patient: _______________________

Address: ______________________________________
Phone#: _______________________________

    ______________________________________
SS #: _________________________________
Is another member of your family or relative a patient at our office? Name: __________________________











Relationship: ______________________

How or by whom were you referred to our office?: ______________________________________________

Person to contact for emergency: _______________________________ Phone: ______________________
Consent for treatment
1. I hereby authorize doctor or designated staff to take x-rays, study models, photographs, and any other diagnostic aid deemed appropriate by doctor to make a thorough diagnosis of (name of patient) _____________________________________’s dental needs.

2. Upon such diagnosis, I authorize doctor to perform all recommended treatment mutually agreed upon by me and to employ such assistance as required to provide proper care.

3. I agree to the use of anesthetics, sedatives, and other medication as necessary.  I fully understand that using anesthetic agents embodies certain risks.  I understand that I can ask for a complete recital of any possible complications.
4. Lastly, I agree to be responsible for payment of all services rendered on my behalf or my dependants.  I understand that payment is due at the time of service unless other arrangements have been made.  In the event that payments are not received by agreed upon dates, I understand that a 2% monthly late charge may be added to my account.

Patient signature: ___________________________________________ Date: _____________________

Witness signature: _____________________________________________________________________

Parent or responsible party’s signature: _____________________________________________________

Relationship to patient: _________________________________________________________________
