
Date  __________________  Name (Last, First, Middle Initial) ________________________________________________________________

Social Security #  _____________________________________________ Home Phone _____________________________________

Address ______________________________________________________ City _______________ State _____ Zip Code _________

Sex    M m    F m Age _________ Birthdate _______________ Single m      Married m      Widowed m      Divorced m

Employer ______________________________________________________ Occupation _______________________________________

Business Address _______________________________________________ Business Phone __________________________________

Whom may we thank for referring you? ________________________________________________________________________________

In case of an emergency, whom should we notify? __________________ Phone ____________________________________________

Person responsible for account ___________________________________ Birthdate _________________________________________

Relationship to patient ___________________________________________ Social Security # ___________________________________

Address (if different than patient’s) ______________________________________________________________ Phone ___________________

City ____________________________________________________________ State __________________  Zip Code _________________

Person responsible employed by __________________________________ Occupation _______________________________________

Business address _______________________________________________ Phone ____________________________________________

Insurance company _________________________________________________________________________________________________

Contract# ______________________________ Group# __________________________________ Subscriber# ______________________

Other dependents covered on plan ___________________________________________________________________________________

Is the patient covered by additional insurance?  Yes   No                  

Subscriber Name _______________________________________________  Relationship to patient _____________________________

Social Security # ________________________________________________ Birthdate _________________________________________

Address (if different than patient’s) _____________________________________________________________ Phone ___________________

City ____________________________________________________________ State __________________  Zip Code _________________

Subscriber employed by __________________________________________ Occupation _______________________________________

Business address _______________________________________________ Phone ____________________________________________

Insurance company _________________________________________________________________________________________________

Contract# ______________________________ Group# __________________________________ Subscriber# ______________________ 

Other dependents covered on plan ___________________________________________________________________________________

W e l c o m e
PATIENT INFORMATION

PRIMARY INSURANCE

SECONDARY INSURANCE

AUTHORIZATION

I authorize my insurance company to pay to the dentist all insurance benefits otherwise payable to me for services rendered.
I authorized the use of my signature on all insurance submissions. I authorize the dentist to release all information necessary to secure 
the payment of my benefits.  I understand that I am financially responsible for all charges whether or not paid by insurance.

Signature  ______________________________________________________  Date  ________________________________

Payment is due in full at time of treatment unless prior arrangements have been approved.  A service charge of 1.5% per month (18% per annum) 
on the unpaid balance will be charged on all accounts exceeding 60 days, unless previously written financial arrangements are satisfied.

To The Office of Angela Pourghassemi D.M.D.




