PATIENT REGISTRATION


PATIENT NAME ____________________________________________________________

DATE OF BIRTH ____________________ SS#___________________________________

ADDRESS:__________________________________________________________


CITY:______________________STATE:_________ZIP:________

HOME #_________________________________   CELL #___________________________

WORK#___________________________________

If college student, state which school./Please bring proof of student ID to appointment, required
COLLEGE: _________________________________________________________________
RESPONSIBLE PARTY:

NAME:______________________________________ HOME PHONE:____________________  

DATE OF BIRTH_______________________ SS#_____________________________________
DRIVERS LICENSE # ______________________ WORK #______________________________

EMPLOYER__________________________________________________

EMPLOYER ADDRESS________________________________________

CITY AND STATE_____________________________________________

DENTAL INSURANCE INFORMATION: (Do not send Medical Insurance Information.)
INSURANCE COMPANY: ________________________________ GROUP#____________________
SUBSCRIBER_______________________________ SS#___________________________________
INSURANCE PHONE #:______________________________
ADDRESS:
____________________________________________________________________
____________________________________________________________________
WHOM MAY WE THANK FOR REFERRING YOU _____________________________________
PAYMENT POLICY
Payment is due at the time services are rendered. We file insurance as a courtesy. I understand that I am responsible for payment of services rendered and am also responsible for any co-payment and deductibles that my insurance does not cover. I hereby authorize payment of benefits directly to Dr. Daniel Fuller, otherwise I am responsible for all cost of treatment rendered.
SIGNATURE:____________________________________________DATE ________________
FAX the completed form to 940-380-1329.


