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Thank you for selecting our dental healthcare team! We will strive to provide you with the best possible dental care. To help us meet all your dental healthcare needs, please print clearly and fill out this form completely.

Name: First_____________________________MI______Last_____________________________
Residential Address:______________________________________________________________
Mailing Address:_________________________________________________________________
City: ________________________________________State:_______Zip Code:______________
Home Phone:___________________Work:___________________Cell:_____________________
Which number is best to reach you during work hours?___________________________________
Birth Date:___________________________Sex:___________Marital Status:________________
Social Security #:_______________________________Full Time Student?__________________
License #_________________Email Address: _________________________________________
Name of School/College___________________________________________________________
Occupation______________________________Employer________________________________
Person to Contact in Case of Emergency? _____________________________________________
Whom May We Thank for Referring You?______________________________________________

Responsible Party
Name ___________________________ __________Relationship to Patient__________________
Address ____________________________________Best # to Reach You_________ __________
Social Security # ___________________________ _Birth Date___         ____________________

Dental Insurance Information	*Please Provide Insurance Card so We May Take a Copy
Name of Insured_________________________________Relationship to Patient_______________
Birth Date_____________________________ Social Security# ____________________________
Name of Employer ________________________________________________________________
ID# __________________________________Group#___________________________________
Insurance Phone# ________________________________________________________________

Authorization And Release
The above questions have been accurately answered. I understand that providing incorrect information can be dangerous to my health. I authorize the dentist to release any information including the diagnosis and the records of any treatment or examination rendered to my child or me during the period of such dental care to third party payers and/or health practitioners. I further authorize and request my insurance company to pay directly to the dentist or dental group insurance benefits otherwise payable to me. I understand that my dental carrier may pay less than the actual bill for services. I agree to be responsible for payments for services rendered on my behalf or my dependents.

X_____________________________________________________________________________
Signature of patient (or parent/guardian if minor)
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