/52 WELCOME TO OUR PRACTICE! [

CONFIDENTIAL PATIENT INFORMATION

MNAME, SEX: oM OF
FIRST AT LAST FREFERRED NAME
HOME FHONE, WORK PHONE EXT,
MOSILE FHONE, EMALL
SONCIAL SECURITY # DR, AGE, OMINOR OF OM OW OSEFP OD

WHICH NUMBER DO YOU WANT LS TO USE WHEN WE CONFIRM FUTURE APPTS? OHOME OCELL O WORK O OTHER

PHYSICAL ADDRESS, APTE CITY, STATE 2P
MAILING ADDRESS (IF IFFFERENT THAN ABOVE)

EMPLOYED BY, OO PATION,

BUSINESS ADIDRESS CITY, STATE, 2P
(IF COLLEGE STUDENT) SCHOO!, CITY STATE,
EMERGENCY CONTACT: PHONE NUMBER/S:

REFERRED BY,

RESPONSIBLE PARTY INFORMATION o SAME AS ABOVE

MAME O MALE 0O FEMALE
FIRST AT LAST

RELATIONSHIP TO PATIENT: o SELF o SPOUSE O PARENT O GUARIMAN o OTHER,

SOCTAL SECURITY # BIRTHIDATE, DRIVERS LICENSE #

ADDRESS AFT#E CITY, STATE e i o

HOME & WiORK & EXT CELL & OTHER,

EMPLOYED BY, EMPLOYER'S ADDRESS,

PARENT /GUARDIAN CONSENT

1 herely give consent for reatmment of myv chdd, - I understand the proposed reatment
plan may include possible x-rayvs aod the use of local amesthetics, when deemed necessary, for the comiort and well-being of the chid. T kunow
thae [ am responsilke for iy u:'bau;i: witich may occwr during bis/ber denal visde. 1 understand thar the recommendation made 1o me may

change during treatment.

DATE
Sppratnre of ParentGinandian
= Credit Card # To Keep On File por use when svinom came anarended by pareas) MO Visa #& DICH Expr
DENTAL INSURANCE INFORMATION (PLEASE PRESENT YOUR INSURANCE CARD T BE COPIED) o See Amached Card
SUBSCRIBER 'S NAME, INEGURANCE COMPANY
REIATION TO PATIENT: oSELF o SPOUSE 0 PARENT o OTHER CLAIMS ADDRESS
SUBSCRIBERS EMPLOYER,
SUBSCRIBER'S 885N RO P &
SUBSCRIBERS DN I NO, T VERIFY BENEFITS

RELEASE OF INFORMATION & ASSIGNWNMENT OF BENEFITS AUTHORIZATION

1 understand it is the policy of this office to requine payment in full for all services rendered to me, or to my dependents, at the (fme
of visit unless other arrangements have been made with the business manager.

1 authonze pavment directly to D, Meredith D). Tavior for afl insarance bepefits otherwise pavable o me for services rendered. §
pnderstand thar I am finapcially responsible for alf charges, whether or pot paid by insurance, and for alf services rendered on my
behalf] or on behalf of my dependenis.

{ authenze the above doctor and/or provider of services in this office to release any information requined to process ipsurance
clarms to secure payment of benefits on my behalf;, or on behalf of my dependents. I authorize the use of my signatune on alf
insurance claim submissions,

Sigmature Dare




	holly springs dent new patient

