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Welcome To Our Office
PLEASE READ AND COMPLETE ALL SECTIONS OF THIS INFORMATION FORM
HOME WORK CELL
NAME: PHONE: PHONE: PHONE:
HOME
ADDRESS: CITY/STATE: Z1P:
MARITAL DATE OF

S5.8.# STATUS S M_ W _ DD BIRTH SEX M F
I WAS REFERRED BY: EMAIL ADDRESS:

THEARD ABGUT YOU FROM: (CHECK ONE)

S ;@;ﬁw PAGES __ OTHER (PLEASE EXPLAIN)

e WEBSITE

TELEVISION COMMERCIAL

EMPLOYER’S NAME: WORK ADDRESS:
SPOUSE’S NAME: S5 #
SPOUSE’S EMPLOYER: ADDRESS:
DENTAL INSURANCE: GROUP #:
. FAMILY  SEILF PERSON CARRYING INSURANCE (SELF) ________(SPOUSE)

Our goal is to provide the finest, most effective health care treatient available today. Following your diagnosis, the doctor

will advise you of their plan for treatment. Additionally, we will discuss with you the cost of today’s and further treatment.

Payment for today’s visit and your future visits is due at the time of treatment. We are sensitive to the fact that some patients
may not be able to pay cash for their treatment, therefore, we do offer several alternative payment programs for your convenience,

Signature of Patient or Responsible Party
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