PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION

PATIENT REGISTRATION

DaTE £ DENTAL INSURAMCE 9
LAIT KAME FRIT T PRIMARY CARRIER
PREFERETO SECALLED BY PELFAHCE COMERNY
[FTHIS AOOREEE GAOUF MO,
APPOINTNVEMNT -
15 FOR YOU crm BTATE F ELFLOTER WAE
START HERE
HOWE FHOME HO. PR PELRETE MAlE
EL EMAL DATE OF SFTH | FRELATIGNCHI 10 FRTEENT
BRTHDATE AGE MALE FEMALE PR LD N
TRFED BINGLE ONORCED WIDOWED e SO SECLRTT D
BOCIAL BECURITY KO
SECONDARY CARRIER
DaTE PELRANCE COMPANY
LAIT KAME FRIT [ GROUF NO.
PREFERE TO B2 CALLED BY EMFLOVER NALE
IFTHIS ADDREES INEURELYS NAME
APPOINTNENT IS = =
FOR YOUR CHILD =i ATATE F DATECFBRTH  RELATICNZHIP TO PATEENT
START HERE
HOME PHOME hO. PEUREDYE L0, MO
BRTHRATE AGE MALE FENALE MEUREDS S0CI4 BECLRITY MO
BCHOOL GRADE
BOCIAL BECURITY WO,
F wir cAgkls herad e e ki arw e Sew canve ma v B0 e b s a
PERSON RESPONSIBLE FOR ACCOUNT
WAE GETTING TO KNOWYOU 9
FELATONIoE O FATENT TOCRLIECORTIAD 12 ANOTHER MEMEER OF YOLUIR FAMILY OR RELATIVE & FATIENT AT QLR OFFICE?
RAVE FELATIONEHF
=
— SEnE — HOW DD Y04 HEAR ABCUT OUR OFFICET
AarE D YOWR FORMER ADORE23
YOu oY STATE zF
Ldon 2 PERECM T CONTACT FOR EMERGENCT
e FHONE MLVEER
EMPLOVERE RALE e
ADDREES oy — s ==
KHE MG FA L CLOBEST RELATIVE NOT LIVING WITH 04
YOUR SPOUSE PHONE MUMEER
THE
ADDREES
OCTUPATION
oY STATE F
EMPLOVERT MAME
AODREES Y
e ot e Please tum overand SN




I understand the financial arrangements attached and agree to
comply with them. | agree that parents are responsible for all
fees and services rendered tor treatment of a child. | understand
that | am responsible for ALL fees regardless of insurance
coverage. | also understand that as treatment progresses the
fees may have to be adjusted, but that | will be informed of these
adjustments and how they will affect my payment plan. In the
event that payments are not received within 30 days of their due
date, | agree to pay all costs of collections, including, but no
limited to, reasonable attorney’s fees.

Signhature Date

CONSENT FOR TREATMENT

1. Thereby authorize doctor or designated staff to take x-rays, study models, photographs,
and other diagnostic aids deemed appropriate by doctor to make a thorough diagnosis of
(name of patient) ’s dental needs.

2. Upon such diagnosis, I authorize doctor to perform all recommended treatment mutually
agreed upon by me and employ such assistance as required to provide proper care.

3. lagree to the use of anesthetics, sedatives and other medication as necessary. I fully
understand that using anesthetic agents embodies certain risks. I understand that I can
ask for a complete recital of any possible complications.

4. 1give consent to the doctor’s or designated staff’s use and disclosure of any oral, written
or electronic health records that are individually identifiable as mine for the purpose of
carrying out treatment, payment and health care operations. I understand that only the
minimum amount of information necessary to provide quality care will be used or
disclosed and that a notice fully outlining the protection of my personal health
information is available.

5. Tagree to be responsible for payment of all services rendered on my behalf or my
dependents. I understand that payment is due at the time of service unless other
arrangements have been made. In the event that payments are not received by agreed
upon dates, I understand that a 1-1/2% late charge (18% APR) may be added to my
account.

Patient signature Date

Parent/Responsible Party’s Signature Relationship to Patient




