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PATIENT REGISTRATION    
Patient first name:  ________________    Last name: __________________ I prefer to be called _______________

SS#:  ______________________
DOB:  ______________________         (please circle) Gender:     M       F                      

Address:  ______________________________________  Mailing Address_________________________________

City:  ________________________  State: __________   Zip:  _____________  Home Phone:__________________

Cell #:     ____________________   

E-Mail address:_____________________________________________

Employer:  ______________________  Occupation:  ________________________ Work #: ___________________ 

(please circle) Confirm appts at:     Home #       Work #      Cell #      E-Mail address

(please circle)  Martial Status:       Single        Married        Separated       Divorced        Widowed

Who referred you?___________________________

Emergency Contact:  __________________________  Cell phone:  _____________  Home phone:  ____________ 

I authorize Sue Weishaar, DDS to use my picture and/or photos of my mouth and teeth for advertising and/or marketing in print or on our website. 

_______________________________________           

_____________________
Signature of patient or parent of minor child or guardian
 
Date

AUTHORIZATION AND RELEASE

I authorize the dentist to release any information including the diagnosis and the records of any treatment or examination rendered to me or my child during the period of such dental care to third party payers and/or other health practitioners.

I authorize and request my insurance company to pay directly to the dentist insurance benefits otherwise payable to me.

I understand that my dental insurance carrier may pay less than the actual bill for services.  I agree to be responsible for payment of all services rendered to me or my dependents.

FINANCIAL ARRANGEMENTS

For your convenience, we offer the following methods of payment

Cash 
   Personal Check   Debit Card      Credit Card (Visa, Mastercard)
Dental Fee Plan (outside financing option)

LATE CHARGES:
If I do not pay the entire new balance within 90 days of the monthly billing date, a late charge of 1% on the balance then unpaid and owed will be assessed each month.  I realize that failure to keep this account current may result in being unable to provide additional dental services except for dental emergencies or where there is prepayment for additional services.  In the case of default on payment of this account, I agree to pay collection costs and reasonable attorney fees incurred in attempting to collect on this amount or any future outstanding account balances.   

Signature: ____________________________________________________  Today’s Date:  ____________________  
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