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Patient Registration

Circle title:
Mr.
Ms. 
Mrs.
Dr.
Other: _____________
Name: ________________________________________________________ 


First


Middle Initial

Last

Sex (circle):  F
      M

Date of Birth:
     /     /       

Social Security # ________________________________________________

Phone Numbers: Home _________________ Business ___________ x______

Cell ___________

Street: _________________________________________________________

City : ______________ State: __________________ Zip: ________________

General Dentist: __________________  Referred By: ____________________



(first and last name)     Please write “same” if referred by general dentist

In case of emergency contact: ____________________ Phone: _____________

Dental Insurance Information

Name of Insured _________________________ Relationship to Patient ____________________

Date of Birth ____________________________ Social Security Number ______-______-______

Policy Holder’s Employer _________________________________________________________

Insurance Co. Name _________________________ Group # _____________ Policy ID# _______

Insurance Co. Address _______________________ City __________ State ____ Zip __________

Telephone (       ) _________________

Financial Policy : Dental Insurance is offered to employees or members through companies, unions, and associations. Dental benefits, however, vary from one plan to the next. Some plans base the amount of your benefit on a schedule of fees arbitrarily developed by insurance companies. So, you may receive less reimbursement than your dental plan appears to promise. For example, if your plan pays 80 percent of the cost of dental treatment, it may mean 80 percent of the fee chosen by the insurance company, not the actual fee charged by this practice. Most plans allow you to choose your own dentist; others require you to receive care from a limited number of dentists. Because we value our relationship with patients, we believe you should have the right to seek care from the dentist of your choice. Your treatment will be determined by your dental needs and your general health, not by your dental benefit plan. It is not in your best interest to compromise your treatment to fit an insurance program’s benefits. As a courtesy to you, my staff will complete all required forms and file them electronically to expedite the reimbursement process. Your insurance claim will be submitted by our office one time. We will resubmit your insurance claim only if there was an error made by our office in the initial submission process. Therefore, it is imperative that the insurance information given to our office is the most current. Payment will be made to Easley Periodontics, PA. If your insurance company does not reimburse for the service (s) rendered, you are responsible for the payment. If you do not have dental insurance, payment is due in full at time of service. Please note that Medicare will not pay for most dental care services; we do not accept Medicare.

Some services may require medical insurance submission (the most common is oral biopsies). In those specific cases, we will ask for your medical insurance information. Many people have the misconception that medical insurance will reimburse for periodontal and other oral surgery services.  
Patient Signature : ___________________________________________ Date : ____________________

