Pinnacle Dental

                                                                                                                           Date ____________________________

                                                                                                                          Name_______________________________________________________ Sex _________ Marital Status __________

                        Last                          First                               M


Address________________________________________________________________________________________

         Street                          Apt. #                            City                                State

       Zip

E-mail: ___________________________________ S.S.#____________________ Date of Birth: _________________

Telephone: _______________________ _________________________ _______________________

                 Home #                 
           Work # 

                    Cell #                       

Patient/Guardian Place of Employment: ____________________________Occupation: _________________________ 

If full time student, school name: ____________________________

Person responsible for account – please check one:    ( Patient             ( Guardian              ( Spouse               ( Father              ( Mother                                                                     

	PRIMARY INSURED
	SECONDARY INSURED

	Last                                      First                               M

Street                              City              State                 Zip

Home #                       Work #                      Cell #                

Birthdate(Mo/Day/Year)              Relationship to Patient

Employer                                      Dental Ins. Co.

S.S #                       Subscriber #                       Group #
	Last                                        First                               M

Street                                  City              State                 Zip

Home #                          Work #                       Cell #                

Birthdate(Mo/Day/Year)                  Relationship to Patient

Employer                                      Dental Ins. Co.

S.S #                             Subscriber #                        Group #

	IN CASE OF EMERGENCY Outside Fmly Household

Name: ________________________________________

Address: _______________________________________

City/State/Zip: __________________________________

Telephone: _____________________________________
	Has any member of your family ever been treated in our office?

· Yes

· No

Whom may we thank for referring you to our office?

· Referral (Name) _________________________

	AUTHORIZATION

I hereby authorize payment directly to the Dental Office of the group insurance benefits otherwise payable to me. I understand that I am responsible for all cost of dental treatment. I hereby authorize the Dental Office to administer such medications and perform such diagnostic, photographic and therapeutic procedures as may be necessary for proper dental care. The information on this page and the dental/medical histories are correct to the best of my knowledge. I grant the right to the dentist to release my dental/medical histories and other information about my dental treatment to third party payers and/or other health professionals. In addition and by my signature below, I acknowledge reading the Notice of  Privacy Practices posted in the reception area and/or receiving such Notice upon my request.
	· Mail Advertisement

· Insurance Company

· Website (specify) _______________________

· Greater Houston Yellow Pages

· Other _________________________________

____________________________________________

              Signature of patient or responsible party


_________________            _______________________

             Date                               State Driver’s License #


PATIENT INFORMATION





INSURANCE INFORMATION














