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6000 Fleur de Lis Drive
    504-486-3339

Jorge M. Aguilar, DDS





New Orleans, LA 70124


    www.drsmile.com





Jon D. Celino, DDS 





 �Fleur de Lis �


       Dental Care





Patient Information





First Name:_________________________Last Name:_______________________MI:________


Preferred Name:_________________________________________________________________


Address:_______________________________________________________________________


City, State, Zip:__________________________________________________________________


Home Phone:____________________________Other Phone:_____________________________


Which number may we contact you at?_______________________________________________


May we also leave a message at this number? (Circle One)          Yes                   No


Date Of Birth:___________________________Social Security#:__________________________


Marital Status (Circle One):       Married             Single            Divorced             Widowed


Drivers License#:_________________________E-Mail:_________________________________





How did you hear about us? Friend, Family, Magazine Ad, Website, Our Sign, Other?


_______________________________________________________________________________


_______________________________________________________________________________





Reason for your Initial Dental Visit to our Office?_______________________________________


_______________________________________________________________________________








Dental Insurance Policy Holder Information


(If different than above) (If you have dental insurance)


First Name:_________________________Last Name:__________________________________


Address:_______________________________________________________________________


City, State, Zip:_________________________________________________________________


Social Security #:_____________________________Date Of Birth:_______________________


Relationship to Patient:_____Self _____Spouse _____Child _____Other:___________________


Policy Holders Maritial Status: (Circle One)        Married         Single        Divorced      Widowed


 





Primary Dental Insurance Information


Insurance Company Name:________________________________________________________


Policy Holders Employer:_________________________________________________________


Work Phone #:_______________________________Extension:__________________________








Secondary Dental Insurance Information (If applicable)


Insurance Company:_____________________________________________________________


Name of Policy Holder, Last Name:_____________________First Name:___________________


Social Security #:____________________________________Date Of Birth:________________


Employer:______________________________________________________________________


Relationship to Patient: (Circle One)       Self       Spouse      Child       Other:_________________





As a courtesy to our patients, your insurance claims will be completed for you. However, insurance 


is between you and your insurance company. You are responsible for any unpaid or denied claims.








Patient/Guardian Signature____________________________________Date_________________











