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PATIENT REGISTRATION FORM

PATIENT INFORMATION:

Name:  ___________________________________________________________________________________



Last




First



Middle Initial

Address:  _________________________________________________________________________________

Address cont’d  ________________________________________________________________________
Home Ph#:  _________________________ Cell Ph#:  _________________________ Marital Status:  ______ Date of Birth:  _________________Age:  _____________ Occupation________________________________
Family Doctor:  ____________________________

Emergency Contact:  ___________________________________ Relationship:  _________________________

Phone#(s):  ________________________________________________________________________________

INSURANCE INFORMATION

1.  Insurance 1: ___________________Policy # ____________________Group# ______________________
Subscriber Name:  _____________________________ Cardholder name__________________________  

Relationship to Subscriber:  _______________________ Employer:  ______________________________

2. Insurance 2: ____________________ Policy # ____________________Group# ______________________
Subscriber Name:  ____________________________ Cardholder name____________________________ 
Relationship to Subscriber:  _______________________ Employer:  ______________________________

I the undersigned, hereby authorize that my insurance company pay directly to Mt. Sinai Dental and Implant Centre all surgical and/or medical benefits, if any, otherwise payable to me for services rendered.  I understand that I am financially responsible for all charges whether or not paid by insurance.  I hereby authorize the doctor to release all information necessary to secure the payment of benefits.  
Date:  _____________________ Signed:  _______________________________________________________

REFERRAL REWARD

Who may we thank for this referral?     Instagram__ Facebook__ Yellow pages__ 

                                                               Other_____________________
