Laurel
Dental

office

PAITIENT INFORMATION

First Name Nickname

Last Name

Social Security # Insured's Date of Birth

Gender

Mailing Address

City State Zip Code

Email Address Home Phone

Marital Status Cell Phone

If patient is a minor, please print Guardian’s Name

If patient is a student, please print school name & location

Whom may we thank for referring you to our office?

EMPLOYMENT INFORMATION

Patient’s Employer Occupation
Employer’s Address City

State Zip Code Work Phone
INSURANCE INFORMATION

Dental Insurance Carrier Group Number
Carrier’s Address

City State Zip Code

Insured’s Person's Name Date of Birth

Insured’s Person's Employer

Insured’s SS No.

Employer’s Mailing Address

City State Zip Code

RELATIVE INFORMATION

Who may we contact in case of an emergency?

Home Phone Cell Phone Work Phone

Patient Signature Date

Credit Card Number

Expiration Date

(please circle one)

The above information is true and correct to the best of my knowledge, | authorize and give consent to perform dental services agreed between Doctor and
Patient and/or Guardian advisable, including the use of local anesthesia and other medication as indicated. (I understand that, regardless of insurance
coverage, | am responsible for payment of services rendered and that a finance charge of 2% will be applied, per month, to accounts past due 30 days or
more.) | authorize Laurel Dental to charge my credit card for the remaining balance on the account after payment by Insurance Company






