PATIENT INFORMATION
NAME

DATE

LImARRIED [IsiNGLE TIminOR CIMALE __ FEMALE

LAST FIRST

SOCIAL SECURITY #

ADDRESS

STREET AFT, #

BIRTHDATE TELEPHONE

CiTY STATE ZIF

MONTH Dy YEAR

NAME OF EMPLOYER

HOME

WORK CELL E-MAIL

ADDRESS

IF FULL TIME STUDENT, SCHOOL NAME

GRADE

PERSON RESPONSIBLE FOR ACCOUNT - PLEASE CHECK ONE: CIpamienT [lGUARDIAN [ SPOUSE [ FATHER [MOTHER

MINDR CHILD - MAY NEED TO COMPLETE BOTH BLOCKS FOR PARENT INFCRMATION

INSURANCE INFORMATION ADULTS - COMPLETE PRIMARY INSURED
DUAL CCVERAGE? ALSO COMPLETE SECONDARY INSURED
PRIMARY INSURED / Aol S e SECONDARY INSURED
CRST —FreT W ST FRST i e
STREET ey STATE i STREET oY STATE oF
FowE WORK cer B FOWE WORK =1 WAL
BIRTHOATE [MO/DAY Y EAR) RELATIGNSHIP TO PATIENT
EMFLOVER DENTAL NS.CO
=Cr SUBSCRIEER # GROUP #
| PERSON TO CONTACT Has any member of your family ever been treated in our office?
IN CASE OF EMERGENCY _Yes CINo
Whom may we thank for referring you to our office?
Name
Address
City/State/ZIP METHOD OF PAYMENE
= Responsible party currently has an account with this office
Telephone # CYes [INo
AUTHORIZATION L Payment in full at each appointment (cash ar personal check)

| hereby authorize f:r-a;.,rm&nt directly to the Dental Office of the group
insurance banafits otherwise payable to me. | understand that | am
responsible for all costs of dental treaimant. | hereby authorize the Dental
Office to administer such medications and perform such diagnostic,
photographic and therapeutic procedures as may be necessary for proper
dantal care. The Information on this page and the dental'medical histories
are correct to the best of my knowledge. | grant the right to tha dantist to
release my dental'medical histories and other information about my dantal
treatment to third party payors andior other health profassionals by any
meathod. including electronic transfar.

X

Patiant or Responshle Party

Do State Driver’s License #

1140 STEPPNG STOMES TO SUCCESS™ 1-800-545-2164%

whna. EIEDOrgeiormENGscoess com S 1287, 1991, 1982, 1885, 18%T, 1RE8, 1989, 2005, I004, 2008

_Payment in full at each appointment (2 VISA CTMC COTHER)
Card # Exp. Data
I wish to discuss the Dental Office’s Financial Policy

SERVICE CHARGE

If | do not pay the antira new balancs within days of the monthly
biling date, & sarvice charge will be added to the account for the current
manthly Billing peried. The service charge willbe aperfodicrateof %
per month {or & minimum charge of § for a balance under
5 ) which is an annual percentage rate of %o applied to
the last month's balance. In the case of default of payment, | promise to
pay any legal intarest on the balance due, together with any collection
costs and reasonable attorney fees incurred to effect collaction of this
account or future outstanding accounts.

PATIENT INFORMATION



