
Patient Registration
PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION

IF  YOUR CHILD'S LAST NAME AND/OR ADORESS ARE NOT
THE SAME AS YOUBS.  F ILL  IN THE TOP BOX ALSO

DENTAL INSURANcE 2

INSURANCE COMPANY

DATE OF BIRTH DATE EMPLOYED

EMPLOYEE SOCIAL SECURITY NO

DATE EMPLOYED

UNION OR LOCAL NO

EMPLOYEE SOCIAL SECURITY NO

AccouNT TNFoRMATToN 4

RELATIONSHIP TO PATIENT

ADDRES€ cETTTNG To KNow You 3
IS ANOTHER MEMBER OF YOUR FAMILY OR RELATIVE A PATIENT
AT OUR OFFICE?

NAME: RELATIONSHIP:

CITY STATE ZIP

REFERRED TO US BY

CITY STATE ZIP

PERSON TO CONTACT FOR EMERGENCY

BUSINESS ADDRESS CITY

BUSINESS PHONE NO. EXT.

CITY STATE ZIP

CLOSEST RELATIVE NOT LIVING WITH YOU

OCCUPATION
PHONE NUMBER

BUSINESS ADDRESS CITY

CITY STATE ZIP
BUSINESS PHONE NO. EXT.

STATE ZIP

SOCIAL SECURITY NO

STATE ZIP

THDATE AGE 
] 
rrrnLe FEMALE

SOCIAL SECURITY NO.



Polient

CONSENT FOR TREATMENT

L I hereby outhorize doctor or designoted stoff to toke x-roys. study models, phologrophs, ond
ony oiher diognosiic oids deemed oppropriote by doctor to moke o lhorough diognosis o{
{nome of potienl} 's dentol needs

2. Upon such diogncsis, I oulhorize doctor to perform oll recommended lreolnrent muluolly ogreed
upon by me ond to employ such ossistonce os required to provide propei- ccre.

3. logreelotheuseofonesthel ics,sedol ivesondolhermedicol ionosnecessory. l fu l lyunderslond
thot using oneslhetic ogents embodies cerloin risks. I understcnd thof I con osk for o coniplete
recitol of ony possible complicolions.

4. Lostly, I ogree lo be responsible for poymenl of oli services rendered on my behclf or my
dependenfs. I understond thot poymenl is due ct fhe time of seryice unless olher crrcngernents
hove been moCe. In the event poymenls ore nol received by ogreed uocn dcles, I undei'slond
thot o l-]r /2% iote chorge tlB% APR) moy be cdded to my occount.

U J I V Witness

Pqrenl or Responsible Pcr! Reloiionship to Potient
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