AUG-9-2886 13:22 FROM: TO: 17125233345 L1743

MAME: Homa Phene

ADDRESSE: Sireel or P.O. Box # Zlp Cade Waork Phone

EPOUBE'S NAME PATIENT BIRTHDATE BIRTHPLACE [ ) Marnad SOGIAL BECURITY NO. (if ohid, parent's)
{ )Unmaried

{ ) Geparatey

OGCUPATION ) EMPLOYER OR SCHOOL ADDRESS HOW LONG EMPLOYED

PERGON RESPONSIBLE FOR BILL (if other than patient) WORK PHONE: HOME PHONE RELATIDNSHIF

QCCUPATION EMPLOYER

1. Why did you make this appointment? 4. Emergency Contact:
Phone;

5. When was your last dental visit?
What for?

2. Who told you about us, or how did you find out about
us? 6. Have you ever had any teeth removed?

3. Is a member of your family or a friend a patient in our How long have these teeth been missing?
practice? 7. Has the space been replaced? OBridge Q Partial

Insurance Information

(Disregard If you have no dentsl insurefice)}

INSURED PCRSON'S PULL NAMC BIRTHDATC

BOCIAL BECURITY NUMBER RAELATIONSHIP TO PATIENT WORK PHONE

INSURANCE COMPANY NAME QRQUP OR POLIGY NUMBER

EMPLOYER NAME FULLADDRESE OF EMPLOYER

Method of Payment

Payment | expectad as eervices are renderod. 4. If you have dontal ineuranca we can aeaict you In completing
We accept mastercard, visa, oach, and parsonal checks. o f;rgg;jggdwvgfggég% ;';g m;gﬁgg;g:; il v
5% tcouﬂ‘eafy dlB:ﬂflurktanr‘puying the full estimated cost of the entire parﬁu' payment. This m:.ans that you are respons{bia {or yaur
"e% gs:r g;&'_;‘o%sog WE: deductlble and the portion not covered by your Insurance at the
2) Must be pald before or at the time of 15t appointment ma BLYOW Vbt ;
4) Does not apply to procedures covered by Insurance with
axcaption of patient paying and insurance reimbursing patient.

FOR ALL PATIENTS
1 haroby authoriza the doctor to perform any and all forma of traatment, madication, and therapy, that may be Indicated In connection with the dental care of
the patient above and further authorize and coneant that the doctor chooses and smplays such aselstance as he deems fit. | also underatand thai prior to
treatment, full explanation of the progedure(s) Involved will be given by the doctor and/or his staff. | agree to pay for all ervices randarad by this office.

*

SIGNATURE OF RESPONSIBLE PARTY RELATIONSHIP




