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Thank you for choosing us for your dental needs.

PATIENT INFORMATION
Name:  DR.  Mr.  Mrs.  Ms.  __________________________________________________________________________
Address:  ______________________________________________________________ Apt#  _______________________  
	 City, St, Zip ____________________________________________________________________________________
Home #:  ______________________   Work #:  ___________________________   Cell #:  _________________________
Birth Date:  ___________________     Sex:  M  /  F       DL#:  ___________________  SS#:  __________________________
Email:  ____________________________________________________________________________________________
Whom may we THANK for referring our office to you?  _____________________________________________________
Emergency Contact:  __________________________ Relation:  _________________  Phone #:  ____________________

DENTAL INSURANCE INFORMATION
Subscriber:  ___________________________ DOB:  _________________  Relationship to Patient:  __________________
Employer:  __________________________________  ID#  ______________________  Group#  ____________________
[bookmark: _GoBack]Insurance Carrier:  _________________________________________ Ins Phone #:  ______________________________

Patient Consent for Electronic Communication
I grant permission to HMCD to communicate with me electronically, via email, voicemail or text messaging prior to an appointment.  I understand that a message may be left regarding my appointment date and time.  I also understand that I can unsubscribe at any time.  I further understand that standard text message rates apply.   		Initial: _______

 (
Patient’s Name (print) __________________________________________
Signature _
______________________________
_ Date: _
_____________
)Release of Information to Insurers and Assignment of Benefits (must be signed by all patients with insurance and those who expect to obtain insurance).  To the extent permitted by law, I consent to my practice (or their designees) use and disclosure of my Protected Health Information to carry out payment activities in connection with my insurance claim. This information will be used exclusively for the purpose of evaluating and administering claims for benefits. I further authorize and direct payment to my practice of the dental benefits otherwise payable to me.		Initial: _______
	                   ***A photocopy or faxed copy of these authorizations shall be deemed valid as the original***
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