PATIENT |

NAME_ AR R DATE

Last First -~ - .Ml .. Preferred
CHECK APPROPRIATE STATUS: ___ MARRIED ___ SINGLE __ MINOR ___ OTHER SSN
BIRTHDATE / / PHONE (H) AR PHONE (W) o _E-MAIL e
ADDRESS 3 T ey . STATE P
EMPLOYER i | . DATE EMPLOYED
EMPL. ADDRESS : ' R 6!TY_v , STATE zip -
WHOM MAY WE THANK FOR REFERRING You? _ I L B}
PERSON TO CONTACT IN CASE OF AN EMERGENCY _ L PHONE B

RESPONS]

NAME OF PERSON RESPONSIBLE FOR THIS ACCO?U,N‘_I': AR

RELATIONSHIP
_ TO PATIENT

ADDRESS L IR cmr’ STATE_____zip .

BIRTHDATE / / HOMEPHONE ‘ ' WORK PHONE -

———

s THIS PERSON A PATIENT IN O OFFICE? YES __NO

DRIVER'S LICENSE #

EMPLOYER

RELATIONSHIP

NAME OF INSURED - TO PATIENT .
ADDRESS L BRI CITY STATE 21 )
SSN . HOME PHONE e WORK PHONE | Pt~ BIRTHDATE /[ .
EMPLOYER et e GROUP# o ‘ UNIONLOCAL # _ .
EMPL. ADDRESS L R clTY" S STATE zip

INSURANCE COMPANY | e . DA INS. CO. PHONE o

"RELATIO

NAME OF INSURED TO PATIENT .
ADORESS ____ ‘ STATE rdle _
SSN___ - - HOME PHONE " % 7 g BIRTHDATE __ /[ __
EMPLOYER __ R P sl ol | UNION/LOCAL #

EMPL. ADDRESS STATE ZIp

INSURANCE COMPANY INS. CO. PHONE

t authorize the dentlst to perform dlagnost|c procedures and treatment as may be necessary fo:aproper dental care. | authorize lhe denus
release any information including diagnosis and the records of any treatment or-examination réndered to me or my child during the period ot
such dentai care to third party payors and/or other health practitioners, | hereby authorize payment of insurance benefits directly to the dentist,
otherwise payable to me, | understand that my dental insurance carrier may pay less than the actual bill for services. | agree to be (esponsﬂo\c
for the payment ol all services rendered on my behalf or on behalf of my dependents. A broken appomlment fee will be applied il not given 24
hours cancellation notice. Finance charges will accrue on accounts over 30 days, . ‘

SIGNATURE OF PATIENT OR PARENT (if minor) : ‘ o DATE





