of a happy, healthy smile are imm
Please fill out this form completely.

ABOUT YOU

Today’s Dae;

E-moil Address
Name:

=) o T
| prefer fo be called: [Z Male — Female

Primary Insurance

Dentol Coveroge? (| Yes [ ] No

Insurance Co. Nome:

Insurance Co. Address

X E E T
Bithdete___/___/_ Agei_ S5k Insurance Co. Phone #:(___|_ :
Home Address: Group # [Flan, Local or Policy #):
fent Insureet's Mame: Relation:
E 9 = St W Insured's Birthdate: / / Insured’s 55 #
[ single | Married [ Parmered | Divorced/Separated | Widowed v
Insured'’s Employer:

Hen #: | ) Cell / Other #: Erployer's Address:
Wh #: | | Ext: DL #:

T F S
s

Secondary Insurance

Ermployer’s Address: %

ar B
Haw lang thers? Occupation:

Where & whan are best times o reach you?

Dentel Coverage? || Yes [| No
Insurance Co. Name:

nsurance Co. Address;

Whain tncy we Thank for referring you?
e farmily members sesn by us:

nt Dentist

Previous |/ Pres
[Poie

far Account:

SPOUSE INFORMATION

His / Her Nome:

Employer:

Wh#: | I Ext_ S5
Birthelate: DL #:

Relative or Friend not living with you.
His / Her Mame: Relation:

W | | Hin £ |

Ty T =
Insurance Co. Phone # }

Group # [Plon, Local or Policy #):
Insured’s Name: Relation:
/ Insurec’s 83 #:

Insured's Birthdate:

Wsurects Employer:

Employer’s Address:

3 )

Payment is due in full at the time of freaiment
unless prior orrangements have been approved.
IF this office accepts insurance, | understand that | om responsible for payment
of services rendered and also responsible fer paying any co-payment and
deductbles that my insurance doss not cover | hereby cuthorize payment
directly fo the Dental Office of the group insurance benefits ctherwise payable
1o me. | undersiend that | am responsible for oll casts of dental treatment. | here-
by authorize relsase of any information, including the diagnosis and racorcls of
freatment or examinafion rendered, fo my insurance company.

Signature Dute



