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PATIENT REGISTRATION 
PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION 

DATE 

LAST NAME FIRST M.L 

, ''''' ",n", TO BE CALLED BY 

ADDRESS 

CITY STATE ZIP 

• HOME PHONE NO. FAX 

I CELL EMAIL 

BIRTHDATE I AGE ! MALE FEMALE 

! MARRIED ISINGLE 

SOCIAL SECURITY NO. 

IF THIS 

I DIVORCED WIDOWED 

2 !DENTAL INSURANCE 
i 

I I 
DRIMAPv r.AI=!R1PR 

• INSURANCE COMPANY 
I 

GROUP NO. 
IFTHIS ~ 
APPOINTMENT EMPLOYER NAME 
IS FOR YOU 

START HERE INSURED'S NAME 

DATE OF BIRTH IRELATIONSHIP TO PATIENT 

I 
• INSURED'S LD. NO. 

INSURED'S SOCIAL SECURITY NO. 

SECONDARY CARRIER 
I 

. DATE INSURANCE COMPANY 

I LAST NAME FIRST M.L GROUP NO. 

APPOINTMENT IS 

FOR YOUR CHILD 

START HERE 

ADDRESS 

STATE ZIP 

DATE OF BIRTH RELATIONSHIP TO PATIENT 

!INSURED'S 1.0. NO. 

~NSURED'S SOCIAL SECURITY NO. 

ACCOUNT INFORMATION 4 
PERSON FINANCIALLY RESPONSIBLE FOR ACCOUNT 

NAME 

SOCIAL SECURITY NO. 

GETIING TO KNOW YOU 3 
IS ANOTHER MEMBER OF YOUR FAMILY OR RELATIVE A PATIENT 

AT OUR OFFICE? 


NAME: RELATIONSHIP: 

PHONE NO. 

YOU WERE REFERRED TO US BY 

• YOU 
YOUR FORMER ADDRESS 

NAME 

NAME 

CITY 

FAX NO. 

CITY STATE ZIP 

PERSON TO CONTACT FOR EMERGENCY 

PHONE NUMBER 

ADDRESS 

STATE ZIP 
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CO~~ NT FO~ TR MENT 

i . stoff to rake Hays s'udv t"Y'ocels. 

a'ds deemed doctor to ma a 

dental neeas. 

authorize doctor 

core. 

naSts. authorize doctor perform 01 recommended treatment 

upon by and to employ such, assistance as to oroyide 

I agree the use of an,esthetics, sedatives and other medication as necessary I fully 

understand triat anesthetiC agents embodies certain riSKS, I understand that I 

can for 0 recital of any possble 

consenr to tho doctors or staffs use and d'sclosure of any oral, 

wri+te r , or electroniC 

:)f out my :roat:':,ent, 

understona tI'at 

core will be 

rnforrT:otlon is oyoiioole. 

recolas thot ore identifiable as mine for the 

apd health core 

the mirdrnurT'i al10urt of information necessary to quality 

of my01 cJisclosed and th,or 0 notice the """;TCV'T 

for 

upon dotes I ur'de'stond that 0 1· 

If 

of oit services rendered on my behlolf or my 

is due ot the time of service unless other 

L. 

are not received by agreed 

may be added to my 

may be mode, 

\/'/itness 

Patient 


