WELCOME
Patient Information
[bookmark: _GoBack]Thank you for choosing our practice for your dental needs. Please complete this form in ink. If you have any questions or concerns, do not hesitate to ask for assistance. We will be happy to help.
(Please Print)

Name___________________________________________________________ Date_____________________
               First                              MI                  Last

Address_________________________________ City_____________________ Sate________ Zip__________
Birthdate___________________ Home Phone #_____________________ Work Phone #__________________
Cell Phone #_____________________ Email Address______________________________________________
Are you:   ____ Single   ____Married   ____ Minor
Your or your parents’ employer________________________________ Occupation______________________
Business Address_________________________ City_____________________ State________ Zip__________
If you are a student, name of school/college_____________________________ State________ Zip__________
How did you hear about us? ___________________________________________________________________
Person to contact in case of an emergency______________________________ Phone #___________________
Responsible Party (If patient is a minor)
Name of person responsible for this account______________________________________________________
Relationship to patient___________________________ Social Security #______________________________
Address (If different from above) __________________________________ City________________________
State_______________________ Zip____________________ Phone #________________________________
Name of employer___________________________________ Work Phone #___________________________

Insurance Information
Name of insured__________________________________ Relationship to patient_______________________
Birth date__________________ Social Security #_________________________ Date employed___________
Name of employer____________________________________ Work Phone #__________________________
Address_____________________________ City______________________ State________ Zip____________
Insurance Co._________________________ Group #__________________ Identification #_______________
Insurance Co. Address____________________________ City______________ State_______ Zip__________

Authorization
I certify that I have read and understand the dental/medical information to the best of my knowledge. The dental/medical 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 this period of such dental care to third party payers and/or health practitioners. I 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 insurance carrier may pay less than the actual bill for services. I agree to be responsible for payment of all services on my behalf or my dependents.

X__________________________________________________________________
         SIGNATURE OF PATIENT OR PARENT IF A MINOR                                             DATE
