
​REGISTRATION FORM​
​Patient Information:​

​First Name:_______________________  Last Name:_________________________ Middle Initial: _________​

​Preferred Name:_____________________ Birthdate: _____________________ SSN:___________________​

​Gender: [ ] M  [ ] F                 Marital Status: [ ] Single  [ ] Married  [ ] Widowed  [ ] Divorced​

​Address:_________________________________________________________________________________​

​City,State, Zip:___________________________Cell Phone:_______________ Home Phone:_____________​

​Email:___________________________________________________________________________________​

​Responsible Party: (if other than patient)​

​First Name:_______________________  Last Name:_________________________ Middle Initial: _________​

​Preferred Name:_____________________ Birthdate: _____________________ SSN:___________________​

​Gender: [ ] M  [ ] F                 Marital Status: [ ] Single  [ ] Married  [ ] Widowed  [ ] Divorced​

​Address:_________________________________________________________________________________​

​City,State, Zip:___________________________Cell Phone:_______________ Home Phone:_____________​

​Email:___________________________________________________________________________________​

​Insurance Information:​

​Primary:​
​Relationship to Patient:  [ ] Self    [ ] Spouse    [ ] Child​

​Name of Insured:___________________________________ Birthdate:_____________SSN:______________​

​Employer:_________________________________________Insurance Company:______________________​

​Subscriber ID #:______________________________ Group #:___________________​

​Secondary:​
​Relationship to Patient:  [ ] Self    [ ] Spouse    [ ] Child​

​Name of Insured:___________________________________ Birthdate:_____________SSN:______________​

​Employer:_________________________________________Insurance Company:______________________​

​Subscriber ID #:______________________________ Group #:___________________​

​Pharmacy Information:​

​Pharmacy Name: __________________________Pharmacy Number:_________________________​

​Pharmacy Address:_________________________________________________________________​

​Appt. Reminder Preference:​
​[ ] Email​ ​[ ] Text​​Message​ ​[ ]  Phone Call​





​Financial & Payment Policy​
​For The Office of Premier Dental / Esthetic Dental Implants Studio​

​We are proud to be a team whose primary mission is to deliver the most up to date and​
​comprehensive dental care services today. Following diagnosis, the doctor will advise​
​you of our plan for treatment.​

​Payment for today’s visit and your future visits are due at the time of treatment. If you​
​have dental insurance, your responsibility will be estimated on your treatment plan. In​
​order to assist you with your dental care investment, we are providing the following​
​payment options:​

​Payment Options:​
​Cash or Check, Visa, MasterCard, American Express, Discover​

​Care Credit* or Cherry*​

​*Care Credit and Cherry offer a separate line of credit to cover your entire dental health​
​needs​
​*Approval to establish a credit line usually takes less than 10 minutes​
​*Care Credit and Cherry have interest free options ( if approved )​
​*There are no annual or membership fees​

​Insurance:​

​We will gladly process your insurance claims for you.​​However, it is your​
​responsibility to know your insurance terms​​( Network​​Status, Annual Max,​
​Coverage and History, etc. ).​
​Insurance and patient portions are​​estimates​​provided​​as a courtesy. In the event that​
​your insurance carrier pays less than the estimated amount, you are responsible for the​
​unpaid balance.​
​The estimated amount covered by your insurance is due at the time of treatment and​
​may be paid by one of the options listed above.​

​Appointment Policy​

​So that we may provide you with the timeliest care possible, please schedule your​
​appointment for a time you will be able to keep.​
​There will be​​a charge for cancelled or no show visits​​if we have not been notified at​
​least 48 hours in advance.​

​Thank you for your cooperation.​

​____________________________________​ ​________________​
​Signature of Patient/Responsible Party​ ​Date​



​Premier Dental / Esthetic Dental Implants Studio​

​ACKNOWLEDGEMENT OF RECEIPT OF​
​NOTICE OF PRIVACY PRACTICES​

​** You May Refuse to Sign This Acknowledgment **​

​I, _____________________________________, have received a copy of this office’s​
​Notice of Privacy Practices.​

​________________________________________________​
​Print Name (if patient is a minor print parent/guardian name)​

​_________________________________________________​
​Signature​

​______________________​
​Date​

​I authorize Premier Dental to release my medical information automatically to:​

​Names and Relationships:​
​______________________________________________________________________​
​______________________________________________________________________​
​______________________________________________________________________​
​______________________________________________________________________​

​Emergency Contact:​

​Name: ______________________________ Phone Number: ____________________​

​Relationship: __________________________________​


