Thank you for selecting our dental healtheare team!

We will strive to provide you with the best possible dental

care. To hely us meet all your dental healthcare needs, please
fill out this form completely in ink. If you have any questions
or need assistance, please ask us - we will be quppy to help.

2 < Date
Patient Information (coNFDENTIAL)
Name Birthdate Home Phone

Last First M.L
Address City State Zip
Phone( ) Bus. Phone { ) Cell{ ) Soc. Security

Check Appropriate Box: DM:‘nor DSingh' DMarried DDiwm‘d DWl’dmucd D Separated
If Student D Full Time  or D Part Time  Email:

Patient’s or Parent's Employer Work Phone
Business Address City State Zip

Spouse or Parent’s Name Employer Work Phone
Whoem May We Thank for Referring You?
Person to Contact in Case of Emergency Phone
Relationship
Responsible Party

es OnSl art Retattonship
Name of Person Responsible for this Account to Patient
Address Home Phone
Driver's License # Birthdate Financial Tustitution
Employer Work Phione Sacial Security #

Is this Person Currently a Patient in our Office? CdYes [No
For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment in full at each appointment,
[] Cash [] Personal Check Credit Card [_JVISA [_] MasterCard [_] Debit Card [_] American Express [ ] Discover

I certify that I have read and worderstand the above information to the best of my knowicdge. T understand that I am responsible to pay as
services rendered. I wnderstand that Iam responsible for any fees that will acquire for legal action being taken to collect my debt. |
further understand that if a payment becomes 30 days past due, delinguency al the lesser of the annual rate 18%, or the maximum
allowabie rate, will be due on delinquent amounts from the date the payment was due. [ acknowledge that there is a fee for bounced
checks and that T may lose iy rights to use checks. Our office is ermtied to a minimmum of 48 hours cancellation notice. We reserve the

1 s for 1 d

Patient Signatire Witncsé?iénature LR
Name of Insured Relationship lo Patient
Birthdate Social Security # Date Employed
Name of Employer tnion er Local # Work Phone
Insurance Company Group # __ Policy/iDy #
Insurance Co. Address City Staly Zip
Howo Much is your Deductible? How Much Have You Used? Max. Annual Benefif

| authorize und reque:! mv m.surmxcc company to pay directly to tlu' dennst of dmtai group msumna- benefits otherwise pm/abh fo me,

mangxbh: tor my gcgggng‘

Patient Signature
¥¥x0ver Please****
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