REGISTRATION AND HEALTH HISTORY

Patient Name: First.....cccooceevveeeveevicevvneecceveeineees. Middl@uanneiiinieiiiiiiies LASTaiiiicece e e
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Cell Phone f....ccovvveeeieiiiiiiiieeiieeiinn, Home Phone #......ccoceeeviiiiiiiiiiiiiiiieee,

Resident’s Address........cccccvveeeeeveenveenee e . Cityre v State W Zip e

Birthdate.......c............
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Name, Address and Phone of Husband, Wife, or Nearest RelatiVe.........ccueviveeeeeieeiceiis e et
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Reason for this visit: __ Toothache __ Examination __ Cleaning Otheri.....inecceieeenneen,

Name, Address, and Phone Number of Your Medical DOCTOr:.......ccoiveeiiiee ittt e v
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PATIENT WITH INSURANCE
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INSUFEd NAM...ovieiii ettt et vesenesernesennne . DOC. SEC. H OF INSUrEd... e
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It is understood and agreed that in the event the insurance payment is insufficient to liquidate the said
account, | shall be responsible and personally liable for the unpaid balance of the account.
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