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REGISTRATION FORM 
									
Section I:				Patient Information                          Date______________

Name:___________________________________________________ I Prefer to be called:___________________________ Address:____________________________________________City:_______________State:_________Zip:___________
Home Phone(______)_________________  Cell Phone(______)____________________
Email Address_________________________________ Employer ___________________Work Ph.____________________
Preferred Contact:    A.M.  P.M.  via  Home phone   Work phone  Cell phone  Other: _____________
Date of Birth:_______________ Social Security Number :__________________________  
Check  Appropriate Box:     Minor      Single    Married/Life Partner    Widowed     Separated    Divorced
If student, name of school: ______________________________ City/State__________________  FT   PT

Emergency Contact Name:  __________________________________Phone:  _________________________________

HOW DID YOU HEAR ABOUT NEO DENTISTRY?_______________________________________________________

ARE YOU HAPPY WITH YOUR SMILE? YES or NO. If no, WHY?___________________________________________
Section II				Responsible Party (if child)

Relationship to Patient:    Self     Spouse     Parent      Other
Name:_____________________________________________________Date of Birth:____________________ 
Address:__________________________________________ City:___________ State:______ Zip:_____________  
Phone : (____)_______________ Work Phone(____)__________________ SSN#_____________________
Email Address_________________________________________________


Section III				Insurance Information

Name of Insured ______________________________________DOB___________ Relationship to Patient______________
SSN#:___________________ Name of Employer:_______________________ Work Phone: (____)_______________
Address of Employer:_______________________________________City/State_________________Zip____________
Insurance Company_____________________________ Grp #______________________ ID#_________________________
Ins Co Address:_________________________________________Ins Co Phone:_________________________________

------------    DO YOU HAVE ANY ADDITIONAL INSURANCE?   YES   NO  IF YES, COMPLETE THE FOLLOWING  ------------
Name of Insured ____________Name of Employer__________________________DOB___________
Relationship to Patient______________
SSN#:___________________ Name of Employer:_______________________ Work Phone: (____)_______________
Address of Employer:_______________________________________City/State_________________Zip____________
Insurance Company_____________________________ Grp #______________________ ID#_________________________
Ins Co Address:_________________________________________Ins Co Phone:_________________________________
Treatment Authorization: I authorize and consent to perform dental services agreed between doctor and patient and / or their parents or guardians to be necessary or appropriate, including the use of local anesthesia and other medications as indicated . I certify that all medical conditions described. Payment of all treatments and services rendered are my responsibility.
Patient Signature (over 18): _______________________________________  Date: ____________________
[bookmark: _GoBack]Parent/ Guardian Signature: _______________________________________Date: ______________________
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