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Confidential Child Registration


Today’s Date___________

PATIENT’S NAME     LAST			FIRST			MIDDLE	      	NICKNAME	DATE OF BIRTH	      SEX











PATIENT’S ADDRESS    STREET				APT#	    CITY			   STATE	      ZIP		HOME PHONE








HOBBIES/SPORTS						PREVIOUS DENTIST








WHO IS RESPONSIBLE FOR MAKING APPOINTMENTS?





NAME						RELATION		WORK #			PHONE #





PARENT INFORMATION	WHO IS ACCOMANYING YOU TODAY?





NAME						RELATION		WORK #			PHONE #


DOES THIS PERSON HAVE LEGAL CUSTODY?   Y    N		


PARENT’S MARITAL STATUS	□SINGLE  □MARRIED  □WIDOWED  □REMARRIED  □DIVORCED  □SEPARATED





MOTHER’S INFORMATION: □ STEP MOTHER   □GUARDIAN	


WORK #			HOME #				NAME_______________________________________BIRTHDAY______________


							EMPLOYER					HOW LONG AT CURRENT JOB?





FATHER’S INFORMATION: □ STEP FATHER   □GUARDIAN		


WORK #			HOME #				NAME______________________________________BIRTHDAY_______________


							EMPLOYER					HOW LONG AT CURRENT JOB?








PERSON RESPONSIBLE FOR ACCOUNT


NAME					RELATION		EMPLOYER		     	         SSN








BILLING ADDRESS





EMERGENCY PERSON WE CAN CONTACT (OTHER THAN YOUR FAMILY HOME)





NAME							WORK PHONE			HOME PHONE


NAMES OF OTHER FAMILY MEMBERS THAT ARE PATIENTS HERE		WHO CAN WE THANK FOR REFERRING YOU TO OUR OFFICE








AUTHORIZATION


I authorize Dr. Barbara L Billings and my physician(s) to release any and all medical or dental information for evaluation, treatment, and any anticipated care. I also authorize the release of this information to my insurance carrier(s) for the purposes of claims, administration, evaluation, utilization review and financial audit. This authorization remains valid and effective from the signature date until revoked in writing. I hereby authorize payment to the above named dentist of the group insurance benefits otherwise payable to me, but not to exceed the charges submitted. I understand that I am financially responsible for any and all charges (including collection fees); and that I am responsible for knowledge of my insurance program and its limitations. This office is not responsible for knowing my insurance benefits and limitations. Interest accrues 90 days after services are rendered. I understand that I may request a copy of this form. I have read this authorization and understand its contents. I also understand that this form will need to be updated every 2 years.


Please keep in mind, to avoid any cancellation fee, we do require two working days (Mon-Thu) notice for any scheduling changes.





Signed___________________________________________________________________Date_____/_____/_______





PRIMARY DENTAL INSURANCE


Name(Policy Holder)______________________________


S.S.#_____-____-______ or ID#___________________


Date of Birth_____/_____/_______


Employer_______________________________________


Insurance Company____________________________


	Address_________________________________


	City___________________State___Zip________


	Phone #_____-_____-______


	Group #_____________________


Patients Relationship to Insured


	Self___Spouse___Child___Other_____________





SECONDARY DENTAL INSURANCE


Name(Policy Holder)______________________________


S.S.#_____-____-______ or ID#___________________


Date of Birth_____/_____/_______


Employer_______________________________________


Insurance Company____________________________


	Address_________________________________


	City___________________State___Zip________


	Phone #_____-_____-______


	Group #_____________________


Patients Relationship to Insured


	Self___Spouse___Child___Other_____________








