Patient Registration  (please print both sides)

Child’s Full Name _____________________________________Age_________

                                                                                                                                       Child’s Address__________________________________ Zip _____________

Birth date ___________ Sex  M  F

Father’s Full Name______________________ Home Phone________________

Father’s Address __________________________City _____________Zip ___________       

Father’s Employer _________________________ 
Work Phone _______________ 

Father’s Email______________________
Father’s Cell Phone________________

Mother’s Full Name __________________________ Home Phone _______________

Address __________________________________ City ____________Zip _________

Mother’s Employer ________________________
Work Phone _______________ 

Mother’s Email ______________________
Mothers Cell Phone________________

Mother’s S.S.# _________________ Father’s S.S.# _____________________

Mother’s Birth date______________ Father’s Birth date__________________

Insurance Information
The complete mailing address for your claims: (this is usually the insurance company that provides your coverage, but it could be your employer or someone else)__________________________________________________________________

The insured party’s name, social security number, and date of birth___________________________________________________________________

Any identifying Insurance numbers, such as a plan #, group #, or policy #

_______________________________________________________________________  

Consent and Financial Responsibility
I grant Mark I. Thompson, D.D.S. and/or John A. Bozic D.D.S., permission to provide dental examination and treatment. I further agree to be responsible for the cost of this dental care.  I understand that I am financially responsible for all treatment incurred by my child, including any amounts not covered by my insurance company, interest on unpaid amounts, and reasonable costs of collection efforts should my account become delinquent.
Signature _______________________________________ Date __________________

