
iBrush Family Denta!Care

PLEASE COMPLETE ALL INFORMAT10N THAT APPLEES TO YOU‐ THANK YOU

PATIENT LAST NAME:                      FIRST:                   INITIAI」

How do you wish to be addressed? DOB

([J Stngte E Married E Divorced) (tr Mate E FulltimeStudent? E vesD t'to School

Female) Address

City State

岬 Ork)
Telephone(HOme)

Ema‖

Zip

(MObile)

Occupation
Employer

Soc, Sec. No. Dental lnsurance Co. Group

ls patient covered by another dental insurance? E yes E Uo

How did you hear about our practice? Whom may we thank for your referral?

HUSBAND,FATHER OR RESPONSIBLE PARIY∈ F OTHER THAN PttN⊃

Last Name                                               First lnitial

lnsurance Co

Address
DOB(Zip

Code)

(MObile)

cny State

岬 Ork)
丁elephone(HOme)

Emall

OccupationEmployer.

Soc. Sec. No Dental lnsurance Co.

WIFE,MOTHER OR RESPONSIBLE PARnア (IF OTHER TH2憫 PAuN⊃

First
Last Name

Address

City State

lWOrk)Telephone(HOme)

Ema:|

Group

DOB Zlp(Mobile)

Soc Sec No Dental lnsurance Co.

NEARES'「 ItELATIヽたE

Last Name

Address

Fi「st

Group

lnitial

Cly State E‐ Mall

Teiephone(HOme)

AヒITHORIZATION
岬 Ork)

d€ntat care. I aurhoriz. rhs r€r6as6 or any inlormation concsrning my (or my child's) heallh car€, advica, and lr6alm€nt provid€d Ior th€ purposB ol svaluating snd
adminisloring ct6ims for insuranco b.n6fits r surhorizg rh€ rol6as€ of sny inlom6tio.r concoming my (or my child's) hsalth c€r6, advic€ and h6atm€nt to anothsr danlisl.

my d€ntat ben€lits m.y p.y 1... than th6 aclual billfor s6rvic€s. I und€rsland I .m financially responsiblo for payments in lull of all accounls By signing this stat€m€nt, I

rgvoke arr prevrous 6gr€6m€ s to rhe conlrary and agr€€ to b€ rosponsjble ror paym6nls ot soNic63 nol paid, in ehol€ ol in pan by my dontal c€r8 P.ysr
I attesl lo lh6 a@uracy of lhs informalion on ihis P.96.

Signature Date

(MObile)

Cl-lART - rBtush pg 1 PATIENT REGISTRATION


