MG FAMILY DENTISTRY
Dr. Amanda Denton Dr. Mahesh Gondi

PATIENT REGISTRATION

First Name: _______________________________      Last Name: ________________________________

Address: _____________________________________________________________________________

City, State, Zip Code: ____________________________________________________________________

Home Phone: ________________________________ Work Phone: ______________________________ 

Cell Phone: ___________________________How did you hear about us? : ________________________ 

Email: __________________________________I would like to receive email correspondences: YES / NO 

Social Security: _________________________    D.O.B: _________________DL#: ___________________

Emergency Contact: ______________________________________ Phone: _______________________

Sex: M or F 	Marital Status:      single      married      divorced      separated       widowed       partnered 

Primary Insurance Information: 

Name of Insured: ____________________________    Relationship to Patient: _____________________

Insured’s Employer: __________________________    Employer Phone: __________________________

Insurance Company: _________________________     Insurance Phone: __________________________

Please carefully read below: 
[bookmark: _GoBack]I, THE UNDERSIGNED HEREBY AUTHORIZE THE DOCTOR TO TAKE X-RAYS, STUDY MODELS, PHOTOGRAPHS, OR ANY OTHER DIAGNOSTIC AIDS DEEMED APPROPRIATE BY THE DOCTOR TO MAKE A THOROUGH DIAGNOSIS OF THE PATIENTS DETERMINED NEEDS. I ALSO AUTHORIZE RICHLAND DENTAL TO PERFORM ANY AND ALL FORMS OF TREATMENT, MEDICATION THAT MAY BE INDICATED. I ALSO UNDERSTAND THAT THE USE OF ANESTHETIC AGENTS EMBODIES A CERTAIN RISK AND UNDERSTAND THAT MY DENTAL INSURANCE IS A CONTRACT BETWEEN THE INSURANCE CARRIER AND ME, AND BETWEEN THE INSURANCE CARRIERS AND MG DENTAL, AND THAT I AM FULLY RESPONSIBLE FOR ALL DENTAL FEES. THESE FEES ARE DUE AND PAYABLE AT THE TIME OF SERVICE. I ALSO ASSIGN ALL INSURANCE BENEFITS TO MG FAMILY DENTISTRY. I FURTHER UNDERSTAND THAT AN ADDITIONAL CHARGE WILL BE ADDED TO ANY OVERDUE BALANCE. I HAVE READ AND UNDERSTAND THE NOTICE OF PRIVACY PRACTICE AS REQUESTED BY THE HEALTH INSURANCE PORTABILITY & ACCOUNTABILITY ACT OF 1996 (“HIPAA”).

_________________________________________ 					_________________ 
Patient Signature 									Date _________________________________________ 					_________________ 
Parent/Guardian Signature 								Date
