0%06@ of Oiite Seleld NS, 1o, Today’s Date:
Patient Registration
1 About You 2 Your Insurance

Patient Name Primary Dental Insurance
LAST FIRST MI
Co. Name:
What You Prefer to be Called: [0 Male [JFemale
Address:
Birthdate: / / Age: SS#:
Home Address: Ty STATE zIP
Phone #: ( )
cry STATE zp Insured’s ID# or SS#:
How Long at this Address? Group # (Plan, Local, or Policy #):
Mailing Address: Insured’s Name:
Relation: Date of Birth: _/_/
ary STATE zp Insured’s Employer:
Home Phone: ( ) Cell Phone: ( ) Employer’s Address:
Work Phone: ( ) ext.
. Ty STATE zIP
Email Address: Employer’s Phone #: ( )
Referred By:
Secondary Dental Insurance
Employer: How Long?
Employer’s Address: Co. Name:
Address:
ary STATE zIP
) Ty STATE ZIP
Occupation: Phone #: ( )
Status: [ Minor [JSingle [ Married []Divorced [JSeparated [JWidowed [JOther Insured’s ID# or SS#:
Spouse’s Name: Group # (Plan, Local, or Policy #):
Do You Have Children? [JYes [INo  How many? Insured’s Name:
Relation: Date of Birth: _/ [/

What is your relationship to the patient?
Insured's Employer:

Employer’s Address:

3 Your Account

Employer’s Phone #: ( )

Person Ultimately Responsible for Account

Name:
Relation:
Biling Address: 4 In the Event of an Emergency
aTy STATE ZIP
5 4 Whom should we contact?
Drivers License #: Relation:
Home Phone #: ( ) Address:
Work Phone #: ( ) ext. aTY STATE ZIP
Cell Phone #: ( ) Home Phone #: ( )
Payment Method: []Cash [J Check Work Phone #: ( ) ext.
00 Credit Card - Enter card # and expiration above (if accepted) o : Cell Phone #: ( )
Who is your Medical Doctor?
tmais) | hereby authorize assignment of my insurance rights and Medical Doctor’s Phone #: ( )

benefits directly to Bita Saleh D.D.S., for services rendered. | fully understand
| am solely responsible for any balance not paid by my insurance company.

(PLEASE SEE REVERSE SIDE)



¢ We invite you to discuss with us any questions regarding our services. The best dental health services are
based on a friendly, mutual understanding between provider and patient.

* Our policy requires payment in full for all services rendered at the time of visit, unless other arrangements
have been made. A one and one-half (1'/) percent monthly finance charge is added to all amounts after 60
days from the date of service. This represents an annual percentage rate of eighteen (18) percent. If account
is not paid within 90 days of the date of service and no financial arrangements have been made, you will be
responsible for legal fees, collection agency fees, interest charges and any other expenses incurred in
collecting your account.

e | authorize Dr. Bita Saleh D.D.S. and the staff to perform any necessary services needed during diagnosis and
treatment.

¢ | hereby assign all dental benefits, to which | am entitled, including private insurance and any other health
plan to Dr. Bita Saleh D.D.S. This assignment will remain in effect until revoked by me in writing. A
photocopy of this assignment is to be considered as valid as an original. | understand that | am financially
responsible for all charges whether or not paid by said insurance. | hereby authorize Dr. Bita Saleh D.D.S. to
release all information necessary to process insurance claims and secure payment.

e | understand the above information and guarantee that this form was completed correctly to the best of my
knowledge and understand it is my responsibility to inform this office of any changes to the information |
have provided prior to any services being rendered.

Signature Date / /

[ Adult Patient [ Parent or Guardian  [J Spouse




