
PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION 
PATIENT REGISTRATION 

DATE 1 
LAST NAME FIRST M.1 

\ 

\ 1 

IFTHIS 

APPOINTMENT CITY STATE ZIP 

IS FOR YOU 

START HERE i HOME PHONE NO. 

/ 

/' 

I 
DENTAL INSURANCE 

FAX I 

I I 

PRIMARY CARRIER 

INSURANCE COMPANY 

MARRIED 

GROUP NO. 

A 

I 

1 EMPLOYER NAME i 

BIRTHDATE 

r\ SINGLE 

I 

INSUREDS NAME 
I 

DIVORCED WIDOWED 

DATE OF BIRTH RELATIONSHIP TO PATIENT! 

AGE INSURED'S I.D. NO. 

INSURED'S SOCIAL SECURITY NO. 

MALE FEMALE 

', 
I 

IF THIS \ ADDRESS EMPLOYER NAME 
I I 

I I I 

SOCIAL SECURITY NO 
SECONDARY CARRIER 

DATE 

\ LASTNAME FIRST M I  

APPOINTMENT IS 1 STATE ZIP 
FOR YOUR CHILD I 

START HERE A HOME PHONE NO. 

I 
GROUP NO. 

- I 
IF .OUR C H L D S  LAST NAME AND/OR ADDRESS ARE NOT THE SAME AS YOURS, FILL IN THE TOP BOX ALSO 

i / BIRTHDATE AGE MALE FEMALE 

I 

INSURED'S NAME I 
I 

DATE OF BIRTH RELATIONSHIP TO PATIENT/ 

INSURED'S I.D. NO. 

INSURED'S SOCIAL SECURITY NO. SCHOOL GRADE 

SOCIAL SECURITY NO 

GETTING TO KNOW YOU 

ACCOUNT INFORMATION 4 

PERSON FINANCIALLY RESPONSIBLE FOR ACCOUNT 
NAME 

. . - - . . - - - 

CITY STATE ZIP 

RELATIONSHIPTO PATIENT 

IS ANOTHER MEMBER OFYOUR FAMILY OR RELATIVE A PATIENT 
AT OUR OFFICE? 

, 

SOCIAL SECURITY NO 

YOU 

NAME 

ADDRESS CITY / 'I I PHONE NUMBER 

ADDRFSS 

PHONE NO 

YOUR FORMER ADDRESS 

OCCUPATION 

EMPLOYER'S NAME I 

PHONE NO. FAX NO. \ _/ ADDRESS 

NAME RELATIONSHIP 

CITY STATE ZIP 

PERSONTO CONTACT FOR EMERGENCY 

i 

YOUR SPOUSE 
NAME 

CLOSEST RELATIVE NOT LIVING WITHYOU 
OCCUPATION 

0 Pride Publishing Lid. FORM 001 -0902 1.800.925.2600 
Please turn over and sign 

YOU WERE REFERRED TO US BY 

EMPLOYER'S NAME 

ADDRESS CITY 

PHONE NO. FAX NO. 

PHONE NUMBER 

ADDRESS 

11 STATE ZIP 



FINANCING YOUR DENTAL CARE 

1. Prepayment by cash or check, with a 5% courtesy adjustment on treatment over $500. Prepayment saves us time 
and the expense of billing, which allows us to offer this valuable service. 

2. Prepayment by Visa, Mastercard, or Discover, with a 3% courtesy adjustment on treatment over $500, 

3. Payment Plan. Payment arrangements may be made in advance with the financial administrator. They must be 
paid in full within 90 days. All arrangements must be documented and signed by the responsible part and the 
financial administrator. 

4, Extended Payment Plan. A long-term payment plan is available through our financing partners American General 
or The Dental Fee Plan. Please ask for information and an application, 

For those with insurance, on the day of treatment we will file your insurance claim as a service to you and do our very best 
to maximize your dental benefits. We will accept assignment of benefits to lower your immediate out ofpocket 
expenditures. We ask that you take care of your estimated portion of payment at the time of service. 

All appointments are scheduled in advance. As a courtesy to others, please be on time for your appointment. 
If you are unable to keep your appointment, please notify our office at least 2 working days prior to the appointment or a 
No Show fee may be charged. 


