PATIENT REGISTRATION

"Thank you in advance for completing each and every section of this form. If a section or question does not apply to
b p g ¥ q
you, please write “N/A” for “not applicable”. All information is kept strictly confidential!

4 PATIENT: (Mr Mrs Ms Dr) First Name M.I Last Name Nickname A
Sex: M/ F Age___ Date of birth / / Social Security # - - Driver's license #
Address Zip Email Address
Home Phone ( ) Work Phone ( ) ext. Cell/pager ( )
Emergency Contact Phone # (___) Cell/pager (__)
Your physician Physician Phone ( ) Who referred you to this office?
Name(s) of any family/friends who have been a patient here?
Your general dentist’s name Other dental specialists that you see
The Patient: Is employed: O Full time Q Part time Q Retired Ll Unemployed
Mariral Seatus: Q Single U Married 0 Divorced 0 Legally Separared 0 Widowed
Is a student: U Full time U Part time PLEASE COMPLETE SCHOOL INFORMATION BELOW
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.
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EMPLOYER OR SCHOOL INFORMATION
Name of Employer or School

Address __ Cirty/State/Zip Phone ( )

A
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VOICEMAII, AUTHORIZATION & CONFIRMATION PREFERENCE

[ hereby DO / DO NOT give my consent for voicemail messages to be left from this office on my home or business voicemail or answering
machine system(s).

| (would appreciate) / (do not wish to receive) a confirmation phonecall from this office two days prior to any future appointments.

/

A

( INSURANCE INFORMATION )

Please note! An insurance card must be presented at your first appointment and after any change in coverage.

" PRIMARY DENTAL INSURANCE COMPANY ) [ PRIMARY MEDICAL INSURANCE COMPANY )
Insur. co. name Insur. co. name
Insur. co. address Insur. co. address
Insur. co. ph# ( ) Insur. co. ph# { )
Employer Employer
Group name and # Group name and #
Insured party. Relation Insured party, Relation
Sex: M/ F DOB SS# Sex: M/ F DOB SS#
Address Address
9 Phone# { ) ID# y &Phone# ( ) ID# )

Authorization, assignment, and release: | hereby authorize Dr. Fuqua, Dr. Grady and/or his office staff to release any of my medical information
required for payment or insurance claim(s) review. [ authorize that my insurance benefits be paid direcely to OFS for surgical services
rendered. | acknowledge that I am financially responsible for all costs of treatment, including any balance unpaid by insurarance.

Signature of Patient (or Parent/guardian/guarantecor if patient is less than 19 years old) Staff signature Date

Please turn page over to other side















