
PATIENT REGISTRATION 

PLEASE COMPLETE THE FOLLOWING CONFIDENTlAL INFORMAT10N 

DATE , DENTAL INSURANCE 2 

NAME PRIMARY CARRIER 

SPOUSE INSURANCE COMPANY 

ADDRESS GROUP NO. ~ APPOINTMENT 
STATE EMPLOYEE 

IS FOR YOU CITY ZIP 

START HERE. DATE Of BIRTH I DATE EMPLOYED HOME PHONE NO. 

CELL PHONE NO. EMPLOYER 

81RTHDATE I AGE j MAlE FEMALE 

~ 
EMPLOYEA PHONE NO. 

MARRIED I SINGLE I DIVORCED I WIDOWED EMPLOYEE SOCIAL SECURITY NO. or ID NO. 

DATE rv SECONDARY CARRIER 

NAME 
INSURANCE COMPANY 

ADDRESS GAQUPNO. 

CITY STATE ZIP EMPLOYEE 

IF THIS 

HOME PHONE NO. DATE OF BIRTH I OATE EMPLOYED 

START HERE. BIRTHDATE I AGE I MALE FEMALE EMPLOYER 

SCHOOL GRADE EMPLOYER PHONE NO. 

CELL PHONE NO. EMPLOYEE SOCIAL SECURITY NO. or 10 NO. 

IF YOUR CHILD"S lAST IiAIolE ANOIOfI AODflESS ARE NOT 
TI-IE SAME AS YOUIlS. ALl IN THE TOP BOX ALSO 

ACCOUNT INFORMATION 4 

7 PERSON ANANCIALLY RESPONSIBLE FOR ACCOUNT 

NAME 

RELATIONSHIP TO PATIENT 

ADDRESS 
GETIING TO KNOW YOU 3 

IS ANOlHER MEMBER OF YOUR FAMILY OR RELATIVE A PATIENT 
CITY STATE ZIP AT OUR OFA CE? 

NAME: RELATIONSHIP: 
PHONE NO. 

REfERRED TO US BY 

YOU 
NAME 

YOUR FORMER ADDRESS 

OCCUPATION CITY STATE ZIP 

EMPLOYER ;1. PERSON TO CONTACT FOfl EMERGENCY 

BUSINESS ADDRESS CITY PHONE NUMBER 

BUSINESS PHONE NO. EXT. 'v ADDRESS 

YOUR SPOUSE CITY STATE ZIP 

NAME 
CLOSEST RELAT1VE NOT UVING wmt YOU 

OCCUPATION 
PHONE NUMBER 

EMPLOYER 

ADDRESS 
BUSINESS ADDRESS CITY 

BUSINESS PHONE NO. EXT. 
CITY STATE ZIP 

Co 1990PRIDE PUBlISHING LTD. Form 001 (3/92) Please turn oller and sign ~p~ ,'" 



CONSENT 

1. 1 hereby authorize doctor or designored SIOII to IOke .. roys, study models, photogrophs, and any other 
diagnostic aids deemed appropriate by docbr to mo~e a thorough diagnosis 01 (nome 01 patientl 
___ _____ ______ _ ', OOn1oI needs. 

2. Upon wch diagnosis, I authorize dodor to perfotm 011 recommended kaotment muoolly agreed upoo 
by me ond 10 employ such assiSIOnce as required to provide proper core. 

3. I consent to the use 01 appropriate medicoHon and theropy os deemed necessary I fully understand 
that using ooesrhetic agents embodies a cerlOjn ri9:. 

4. loslly. I agree 10 be responsible b- poyment 0/ al l services rendered on my behon or ""I dependenls. 
I urKlerSIOnd thai paymenl is due 01 the lime 01 service unless other arrongement:; hove been mode. 
A $25 ree may be assessed 101 each missed appolntmenl. 

POIi<!nt _______ ____________ ,"'"., ______ "",-_ _ ________ _ 

Poren! 01 Responsible Pony, ___ _ _________ Relotionship 10 Polienl ____________ _ 


