
PATIENT REGISTRATION 
PLEASE COMPLETE THE FOLLOWING CONFIDENTIAL INFORMATION 

mlS~ 
ISFORYOV 

~ 

APPOINTMENT 

START HERE 

IF THIS 
APPOINTMENT IS 

FORYOUY;START HERE 

DATE 1 
LAST NAM E FIRST M.I. 

PREFERS TO BE CALLED BY 

AD DRESS 

CITY STATE ZIP 

HOME PHONE NO. FAX 

CELL EMAIL 

BIRTHDATE AGE MALE FEMALE 

MARR IED SINGLE DIVORCED WI DOWED 

SOCIAL SECURITY NO. 

DATE 

LAST NAME FIRST M.1. 

ADDR ESS 

CITY STATE ZIP 

HOME PHONE NO 

I 
I 

BIRTHDATE I AGE I MALE FEMALE 

SCHOOL GRADE 

SOCIAL SECURITY NO. 

IF YOUR CHILD'S LAST NAME ANOIORADDRESS ARE NOT THE SAME AS YOURS, FILL IN THE TOP BOX ALSO 

ACCOUNT INFORMATION 4 

PERSON FINANCIALLY RESPONSI BLE FOR ACCOUNT 

NAME 

RELATION SHIP TO PATIENT ISOCIAL SECURITY NO, 

ADDRESS 

CITY STATE ZIP 

PHONE NO. 

YOU 

NAM E 

OCCUPATION 

EMPLOYER'S NAME 

ADDRESS CITY 

PHONE NO. FAX NO. 

YOUR SPOUSE 

NAME 

OCCUPATION 

EMPLOYER'S NAME 

ADDRESS CITY 

PHONE NO. FAX NO. 

V 

If
Iy 

GETI1NG TO KNOW YOU 

IS ANOTHER MEMBER OF YOUR FAMILY OR RELATIVE A PATIENT 
AT OUR OFFICE? 

NAME: RELATIONSHIP: 

YOU WERE REFERRED TO US BY 

YOUR FORMER ADDRESS 

CiTY STATE ZIP 

PERSON TO CONTACT FOR EMERGENCY 

PHONE NUMBER 

ADDRESS 

CITY STATE ZIP 

CLOSEST RELATIVE NOT LIVING WITH YOU 

PHONE NUMBER 

ADDRESS 

CITY STATE ZIP 

DENTAL INSURANCE 2 

PRIMARY CARRIER 

INSURANCE COMPANY 

GROUP NO. 

EMPLOYEA NAME 

INSURED'S NA ME 

DATE OF BIRTH IRELATlONSHIP TO PATIENT 

INSURED'S I,D. NO. 

INSU RED'S SOCIAL SECURITY NO 

SECONDARY CARRIER 

INSURANCE COMPANY 

GROUP NO. 

EMPLOYER NAME 

INSURED'S NAME 

DATE OF BIRTH IRELATIONSHIPTO PATI ENT 

INSURED'S I D. NO. 

INSURED'S SOCIAL SECURITY NO. 
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http:www.prideinstitute.com


CONSENT FOR TREATMEf\JT 

, Ile,eby autnori4e doctor or designated staff to take x-rays, study models, Photographs, 

and olMr diognostj'" aids deemed opproprla1e by doctor 0 mvke d thorough diagnosis 
of (nome 0' po ient)_________________--""s dental needs 

2. 	 Un: n su" h dlagn05is I OUiI,orlze doctor I.,; perf 1m 'JII recammeryJed treatment 

mu uOlly agreed Lmon by me and 0 employ such assistance as required to provide 

proper core 

3. 	 agree TO IIi9 use 0 oneslhetic~ . seaatives ond other medication as necessary. I fully 

J der 0[1::1 thot using anestretlc agents e!T'bodi9S certain risks I understand that I 

c'..!, as~ fo 0 complefe recital of any pOSSible complications, 

4, give I'"'Clllsenf te he doctor s or destgnated staff s use ond disclosure of any oral, 

wrlt1en Of 9t"'! .. T~rllr health records that are Individually Iclentltiable dS mine fur tile 

purpo e of carrying out my treatment . payment and ileolth core operartons. I 

LJI'derstond thai only lile minimum amount of infofr"'lation nec..essory to provide quality 

core Will be Jse':1 or dIsclosed and that a notlc ' f'.llly outlining Ihe projectIon of my 

personal health Information is available. 

5 oglge to be responsible 1m poyment or all services rendered on my behalf or my 

depencJents I understand that paymenT is due at the time of service unless other 

Clfrangemen1s have been mode I" the eVAnt paym nts are not received by agreed 

upon dates, I ~mders and tho I a 1-1/2!'h late charge (18% A.PR) may !)e added to my 

account If required, I also understand a check of my cradl history may be mode. 

Pat r>nf :'lgnotlJf. _______________ Date _______ Witn~ss 

Pot'" W~esp~n Ible Porrv sSignature _____________ Relationship to Patient 


