
11:30 AMTIME

PATIENT REGISTRATION

DATE 5/19/2021

First Name:

ID:

Patient Is: Policy Holder Responsible Party

Last Name: Middle Initial:

Preferred Name:

Chart ID:

Responsible Party ( if someone other than the patient )

First Name: Last Name: Middle Initial:

Address: Address 2:

City, State, Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Birth Date: Soc Sec: Drivers Lic:

Responsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder

Patient Information

Address: Address 2:

City: State / Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Sex: Male Female Marital Status: Married Single Divorced Separated Widowed

Birth Date: Age: Soc Sec: Drivers Lic:

E-mail: I would like to receive correspondences via e-mail.

Section 2 Section 3

Employment
Status:

Full Time Part Time Retired

Student Status: Full Time Part Time

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg:

Primary Insurance Information

Name of Insured: Relationship to Insured: Self Spouse Child Other

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits: Rem. Deduct:

Ins. Company:

Address:

Address 2:

City, State, Zip:

Insured Birth Date:

Employer:

Other

Insured Soc. Sec:

Address:

Rem. Benefits: Rem. Deduct:

Address 2:

City, State, Zip:

Secondary Insurance Information

Name of Insured: Spouse ChildRelationship to Insured: Self

Ins. Company:

Address:

Address 2:

City, State, Zip:





 

 

 

PATIENT CONSENT FORM 

 

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), I have 

certain rights to privacy regarding my protected health information. I understand that this information 

can and will be used to: 

❖ Conduct, plan and direct my treatment and follow-up among the multiple healthcare providers 

who may be involved in that treatment directly and indirectly 

❖ Obtain payment from third-party payers 

❖ Conduct normal healthcare operations such as quality assessments and physician certifications 

I have been informed by you of your Notice of Privacy Practices containing a more complete description 

of the uses and disclosures of my health information. I have been given the right to review such Notice of 

Privacy Practices prior to signing this consent. I understand that this organization, at any time at the 

address below, will allow me to obtain a current copy of the Notice of Privacy Practices.  

 

I understand that I may request in writing that you restrict how my private information is used or disclosed 

to carry out treatment, payment or healthcare operations. I also understand you are not required to agree 

to my requested restrictions, but if you do agree than you are bound to abide by such restrictions.  

 

I understand that I may revoke this consent in writing at any time, except to the extent that you have 

taken action relying on this consent. 

 

Patient Name: _______________________________________________________ 

 

Signature: ___________________________________________________________ 

 

Relationship to Patient: ________________________________________________ 

 

Date: _______________________________________________________________ 

 



 

 

 

 

NOTIFICATION FOR POSTERIOR COMPOSITE FILLINGS 

 

Please be advised that most Dental Insurance Companies do not cover posterior composite fillings (tooth 

colored fillings in the back of the mouth) due to the insurance company stating that composite fillings are 

for esthetic reasons only.  

You as the patient are responsible for the cost of what your insurance does not cover for composite 

procedures. If you have any questions, please ask your dental healthcare provider.  

 

          

NOTIFICATION FOR FLUORIDE TREATMENT 

 

Please be advised that most Dental Insurance Companies do not cover Adult Fluoride (Fluoride rinse or 

Fluoride Varnish Topical Application).  

You as the patient are responsible for the cost of what your Dental Insurance does not cover for Adult 

Fluoride Application.  

 

 

I have read the above statements and understand I have the right to ask questions at any point during 

my treatment.  

 

Patient Name: _______________________________________________________ 

 

Signature: ___________________________________________________________ 

 

Relationship to Patient: ________________________________________________ 

 

Date: _______________________________________________________________  


