: Spouse or Responsible Party Information

The following is for: [ the patient's spouse I the person responsible for payment

Name:

O Male O Female O Married O Single O Child O Other
Social Security #: Birth Date:
Phone (Home): e (Work): Ext Best time to call:
Address: :

Street § Apartment #

City State Zip Code

: Employment Information

The following is for: [ the patient O the person responsible for payment
Employer Name: Occupation:
Address:

Street City, State  Zip Code Phone

Insurance Information
Primary ;
Name of Insured: is insured a patient? O Yes O No
y Ry - First Mi
Insured's Birth Dats: 1D #: Group #:
Insured's Address:
Street City State Zip Code

Insured's Employer Name:

Address: :
Street 2 ~ City State Zip Code
" Patient's relationship to insured: O Self O Spouse O Child O Other

Insurance Plan Name and Address:

Secondary
Name of Insured: is insured a patient? O Yes O No
Last First Ml
Insured's Birth Date: ID#: Group #:
Insured's Address:
Street City State Zip Code

Insured's Employer Name:
Address:
Street City
Patient's relationship to insured: O Self O Spouse O Child O Other
Insurance Plan Naine and Address:

State Zip Code

COMMITMENT: To provide the best dental care available making you dental visits pleasant and affordable.

POLICY: We require 24 hours notice for any rescheduling of appointments. Your appointment is reserved just for
you. We reserve the right to charge for rescheduled appointments without the appropriate notification.



