Modern Smiles

REGISTRATION FORM
(Please Print)

PATIENT INFORMATION
Patient’s last name: First Name: Middle:
Sex:
Preferred Name: O Female 0O Male Birthdate: Social Sec:
Street address: P.O. Box
City: State: Zip Code:
Home Phone: Cell Phone:

Options for Appointment Confirmation (mark all that apply) : 1 Phone [ Text Message [ Email

Employer: Work Phone: Ext:

Email Address:

Parents’ or Guardian’s Name (if under the age of 18):

How were you referred to our office?

DENTAL INSURANCE INFORMATION

(Please give your insurance card to the receptionist.)

Policy Holder’s Name: Birthdate:
Relationship to Policy Holder:
Social Sec: Employer: O Self O Spouse O Child O Other

IN CASE OF EMERGENCY

Name of friend or relative: Relationship to patient:

Home Phone: Cell Phone:

PAYMENT IS DUE IN FULL AT THE TIME OF SERVICE

I authorize my insurance to pay Modern Smiles all insurance benefits otherwise payable to me for services rendered. I authorize the use of
this signature on all insurance submissions. I authorize the dentist to release all information necessary to secure payment of benefi ts I
understand Modern Smrles cannot render servrces on all assumptlon that any of the charges will be pa|d by an insurance company

notlce is given prior to missing your appomtments

Signature: Date:







