Legacy Dental Group

Ryan M Redfearn, DDS 

3601 South Clarkson Street, Suite 315 Englewood, Colorado 80113

Phone: 303-762-8046    Fax: 303-762-8047

E-mail: office@LegacyDentalGroup.net

PERSONAL INFORMATION

Last Name____________________________________ First Name____________________________________________ MI____________

Preferred name or nickname___________________________________________ Date of Birth_____________________________________

Home Address_______________________________________City________________________________State________Zip____________

Social Security Number_________________________________________ Home Phone Number____________________________________

Work Phone Number__________________________________________ Cell Phone Number______________________________________

Other Phone Number__________________________________________ E-mail________________________________________________

Guardian’s Name (if patient is a child)________________________________Who referred you to our office? ___________________________

Name of person we should contact in case of an emergency______________________________ Phone Number_______________________

Marital Status (Check One):   ________Single     ________Married     ________Separated     ________Divorced     ________Widowed

Spouse’s Last Name__________________________________ First Name_____________________________________ MI_____________

Spouse’s Date of Birth_________________________________ Spouse’s Social Security Number___________________________________

EMPLOYMENT INFORMATION

Employer’s Name________________________________________ Phone Number_____________________________________________

Employer’s Address_____________________________City___________________________State_______________Zip________________

How long have you worked for this company? _____________________ What is your present position? ______________________________

Spouse’s Employer___________________________________________ Phone Number_________________________________________

Spouse Employer’s Address______________________________City_____________________State________________Zip______________

How long has spouse worked for company? ___________________________ What is spouse’s position?_____________________________

INSURANCE & FINANCIAL INFORMATION

Name of Dental Insurance Carrier_______________________________________ Group Plan Number_______________________________

Who is the Subscriber? _________________________________________________SS#__________________________________________

Any Other Dental Insurance Coverage?  _______Yes     _______No   If yes, Name of Secondary Insurance Carrier______________________

Who is the Subscriber? ___________________________________SS#______________________Group Plan Number__________________

I AGREE TO BE PERSONALLY RESPONSIBLE FOR THIS ACCOUNT.  There will be a 1.5% per mo. (18% per year) service charge on balances over 60 days.

Patient Signature_____________________________________________________Date_________________________________________

Should this account be turned over to a collection agency, I agree to pay all costs of collection, including, but not limited to court costs and attorney fees.



           


