PATIENT INFORMATION DATE

NAME [ IMARRIED | |SINGLE | |MINOR MALE | FEMALE
LAST FIRST M
ADDRESS
STREET APT # eIy STATE 2P
BIRTHDATE TELEPHONE
MONTH DAy YEAR HOMES WHHRH S FAXs E-Ma|Ls
FLACE OF EMPLOYMENT ) _SS#
IF FULL TIME STUDENT, SCHOOL NAME GRADE

PERSON RESPONSIBLE FOR ACCOUNT - PLEASE CHECK ONE: | PATIENT | |GUARDIAN [ |SPOUSE [ FATHER | MOTHER

MINOR CHILD - MAY NEED TO COMPLETE BOTH BLOCKS FOR PARENT INFORMATION

INSURANCE INFORMATION ADULTS - COMPLETE PRIMARY INSURED
DUAL COVERAGE? ALSD COMPLETE SECONDARY INSURED
PRIMARY INSURED / FoR RESPONSIGLE PARTY — SECONDARY INSURED
LAST FIRST M LAET FIRST 7]
STREET iR] STATE Fi3 STREET ] 3 STATE 7iF
HOME # WORKN FAXH E-MAILF HOME # WO RKA FANH E-MAILF

BIRTHDATE (MOVDAYYEAR) RELATIORSHIP TO PATIENT

BIRTHOATE {MOUTHAY Y EAR)

HELATIONSHIF TO PATIENT

EMPLOYER DENTAL INS, CO EMPLOYER DENTAL INS. GO

S5 SUBSCHIBER ¥ GROUP # SUBSCRIBER # GHOLUF &
PERSON TO CONTACT Has any member of your family ever been treated in our office?
IN CASE OF EMERGENCY 'Yes Mo
Qutside of Immediate Family Household Whom may we thank for referring you to our office?
Name
Address ;

' METHOD OF PAYMENT
City/State/ZIP

Responsible party currently has an account with this office

Telephona ¥ Yes | No
AUTHORIZATION | Payment in full at each appointment (cash or personal check)

| hereby authorize payment directly o the Dantal Office of the group
insurance benelits olherwise payable o me. | understand that | am
responsible for all costs of dental treatment. | hereby authorize the Dantal
Office o administer such medications and perform such diagnostic,
photographic and therapeutic procedures as may be necessary for proper
dental care. The information on this page and the dental/medical histories
are correct to the best of my knowledge. | grant the right to the dentist 1o
ralease my dental/madical histories and other infarmation about my dental
treatment to third party payors and/or other health professionals.

X

Patient or Aesponsible Party

Cate ; x = State Driver's Licensa #

AL STEPPIRG STOMES TO SUCCESS = 71-000-348- 2164
18 i Beno Oy, Pusbio, OO 31008 © 1987 1094, 1903 1094, 1007, 1968, 1009

[ Payment in full at each appointment (| IVISA | IMC = OTHER)

Card # Exp. Date
[ | wish to discuss the Dental Office’'s Financial Policy
SERVICE CHARGE

if | do nol pay the entire new balance within days of the monthly
billing date, a service charge will be added to the account for the current
moanthly billing penod. The service charge will ba a periodic rate of %o
per maonth (or @ minimum charge of % lor a balance under
$_ ) which is an annual percantage rate of % applied 1o
the last month's balance, In the case of default of payment, | promise 1o
pay any legal interast on the balance due, together with any collection
cosls and reasonable attormey fees incurred to effect collection of this
account or future outstanding accounts,

PATIENT INFORMATION



