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lFTHIS

APPOINTMENT

FOR YOUR CHII

START HERE

DATE .l
I

__l\

1/

LAST NAIVE FIRST IV.I,

PBEFERS TO BE CALLED BY

ADDRESS

CITY STATE ztp

HOIVE PHONE NO. FAX

CELL EIVAIL

BIRTHDATE AGE MALE FEMALE

IVARRIED SINGLE DIVORCED WIDOWED

SOCIAL SECURITY NO.

LAST NAIVIE FIRST IV.I

ADDRESS

CITY STATE ZIP

HOIVE PHONE NO.

BIRTHDATE AGE I\,4ALE FE[,4ALE

SCHOOL GRADE

SOCIAL SECURITY NO

PATIENT REGISTRATIONPLEASE COMPLETETHE FOLLOWING CONFIDENTIAL INFORMATION

: THIS

PPO}NTMENT

; FOR YOU

TAHT HERE

THIS

'FOINTMENT IS

)RYOUR CHILD

ART HERE

IF YOUR CHILD'S LAST NAIVE AND/OR ADDRESS ARE NOT THE SAI\iIE AS YOURS FILL IN THE TOP BOX ALSO

DENTAL INSURANCE 2

PRIMARY CARRIER

INSURANCE COIVPANY

GROUP NO.

EMPLOYER NAIVE

INSURED'S NAME

DATE OF BIBTH IRELATIONSHIPTO PATIENI

INSURED S I,D, NO.

INSURED'S SOCIAL SECURITY NO.

SECONDARY CARRIER

INSURANCE CO[iIPANY

GROUP NO.

EMPLOYER NAME

INSURED'S NAIVE

UAIEUFBIHIH IHTLAI.IONSHIPTOPATIENT

INSURED'S I.D. NO.

INSUHED'S SOCIAL SECURITY NO.

ACCOUNT TNFORMATTON 4

PERSON FINANCIALLY RESPONSIBLE FOR ACCOUNT
NAME

RELATIONSHIP TO PATIENT ] SOCIAL SECUFIITY NO

/r
\.

GETTTNG TO KNOWYOU 3ADDRESS

IS ANOTHER MEMBER OFYOUR FAMILY OR RELATIVE A PATIENT
AT OUR OFFICE?

NAIVE: RELAT|ONSH|p:

CITY STATE ZIP

PHONE NO.

YOU WERE REFERREDTO US BY

YOU
YOUR FORMEB ADDRESS

NAME

OCCUPATION CITY STATE ZIP

EMPLOYER'S NAIVE PERSONTO CONTACT FOR EMERGENCY

ADDRESS CITY PHONE NUMBER

PHONE NO. FAX NO ADDRESS

YOUR SPOUSE CITY STATE ZIP

NAIVIE

CLOSEST RELATIVE NOT LIVING WITH YOU
OCCUPATION

PHONE NUMBER
EIVPLOYER'S NAME

ADDRESSADDRESS CITY

PHONE NO. FAX NO.
CITY STATE ZIP

@ Pride Publishing Lrd. FORM OOI -0902
Plesse turn over und sign

1.800.925.2600



3.

CCINSEhIT FOI? TRFATMENT

1, I hereby cuthorize doctor or designoted stcff tc tcke x-rcys, study models. photogrcphs,
cnd other dicgnostic cids deemed cppropricte by doctorto mcke a fhorough dicgnosis
of (ncme of patienf) 's dentcl needs,

Upcn such dicgnosis, I cufhorize doctar to perform cll reccmmended trectment
mutuclly agreed upon L:y me cnd ta employ such ossislcnce cs r*quired to provide
nr00*r ccre.

4,

i cgree to the use of cnesthetics, sedctives ond other medication os necesscry, I fully
understcnd thct using cnestheiic cgents emberdies ceriain risks. I understcnd thcr r

ccn nsk for c complete recitci of cny possible compiiccticns,

I give c*nseni fo ihe docfor's or designoted staff's use ond disciosure of ony orcl,
wriften or eiectronic heclih reccrds lhat cre individuclly iclenfificble cs mine for the
purpose of ccrrying cut my trecfrnent, poyment cnd heclfh core operoiions, I

und*rsfand thct cnly the min!mum cmount of informction nec€ssory io provide quclity
care will bre used or disclosed cnd ihct c noiice fully outlining the proiection of my
perscncl heclih information is avc!lable,

I cgree to be responsible for pcyment of cll services rendered on my behclf or rny
dependents. I understcnd thct payment is clue ct the time of service unless cfher
orrongements hcve i:een mcde, in the *venf pcymenis cre nnt received by cgreed
upcn dcf*s. I understcnd ihot * l-.i127" lcte charge (ls% APR) moy be cdded io my
cccounf, lf required, i cls* understcnd c check of my credit history mcy be mcde,

5.

Pctient's Signclure Witness

Pcrenf/Respcnsibie Parl''y's Signature

Date

Reiotionship fo Pctient


