
 

 



09:00 AMTIME
PATIENT REGISTRATION

DATE 6/22/2022

First Name:

ID:

Patient Is: Policy Holder Responsible Party

Last Name: Middle Initial:

Preferred Name:

Chart ID:

Responsible Party ( if someone other than the patient )

First Name: Last Name: Middle Initial:

Address: Address 2:

City, State, Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Birth Date: Soc Sec: Drivers Lic:

Responsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder

Patient Information

Address: Address 2:

City: State / Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Sex: Male Female Marital Status: Married Single Divorced Separated Widowed

Birth Date: Age: Soc Sec: Drivers Lic:

E-mail: I would like to receive correspondences via e-mail.

Section 2 Section 3

Employment
Status:

Full Time Part Time Retired

Student Status: Full Time Part Time

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg:

Pre-medication
Referred By

Primary Insurance Information

Name of Insured: Relationship to Insured: Self Spouse Child Other

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits: Rem. Deduct:

Ins. Company:

Address:

Address 2:

City, State, Zip:

Insured Birth Date:

Employer:

Other

Insured Soc. Sec:

Address:

Rem. Benefits: Rem. Deduct:

Address 2:

City, State, Zip:

Secondary Insurance Information

Name of Insured: Spouse ChildRelationship to Insured: Self

Ins. Company:

Address:

Address 2:

City, State, Zip:













 
 
 
 
Financial Policy 
As a result of the amount of time that we invest in your treatment, along with material 
and overhead costs, payment is expected in full at the time of service. For your convenience, ask our 
team about our Plan for Health or Care Credit financing options.  
If you have dental insurance, we will contact your insurance company and determine as 
close as is possible what your portion is to pay on the date of service. This information 
is an estimate only and we cannot guarantee its accuracy. After your insurance 
company pays their portion, we will inform you of what balance, if any, is outstanding 
for you to pay. This amount will be due upon notification. Please note that your 
insurance policy is a contract between you and your insurance carrier. It is your 
responsibility to understand your plan benefits. Any past due balance is subject to a 
monthly finance charge. In the unfortunate circumstance that your account 
becomes more than 90 days overdue, our practice has the right to send the 
account to our collection services. 
 
_________ 
Initial Here 
 
 

Appointment Policy 
The complex nature of your dental treatment requires a series of appointments with 
explicit amounts of time periods between them to allow us to complete your treatment 
to the high standards that we constantly strive to achieve. It is imperative that your 
appointments be maintained in order, otherwise your treatment may be delayed by 
several months. Should you need to change a scheduled appointment, we would 
appreciate the courtesy of being informed at least 2 working days in advance. If 
your appointment is for 2 hours or more, we require at least 4 working days 
notice. Due to the large amount of time involved in prosthetic treatment, other patients 
who may wish to take your appointment time require several days’ notice in order to 
accommodate their schedules. We reserve the right to charge your account a $50 
missed appointment fee if appointments are cancelled without sufficient notice. 
 
If you are seen for any reason after our business hours, please be advised there is a separate 
after-hours visit fee that will apply of $411.00, in addition to your treatment cost.  
 
 
___________________________ 
Print Name 
 
___________________________ 
Signature 


