[image: ]Meyer Dental Group- Patient Registration Form- Child (18 or Younger) 		


Patient Information
 (
Last Name
) (
First Name
)
 (
Preferred Name
) (
Middle Name
)
 (
Gender
) (
Date of Birth
)

Responsible Party (Parent/Legal Guardian Information)
 (
First Name
) (
Last Name
)
 (
City
) (
Date of Birth
) (
Preferred Name
) (
Middle Name
)

 (
Residential Address
)

 (
State
)
 (
Cell Phone
) (
Zip Code
)

 (
Work Extension
) (
Work Phone
)

 (
Social Security Number
) (
Date of Birth
)
 (
Email
) (
Driver’s License Number
)

Select all that apply:
[bookmark: Check2]|_| Primary Insurance Policy Holder
[bookmark: Check3]|_| Secondary Insurance Policy Holder
[bookmark: Check4]|_| Parent/Legal Guardian is also a Policyholder for Patient

Referral Source
We would like to sincerely thank the person who referred your child to our office. Who may we thank for the referral?

Primary Dental Insurance Information
This patient is covered by a Dental Insurance Plan
|_|Yes  |_|No
 (
Name of 
the Person that is the 
Insured
/Policy Holder
 
)	

Relationship of the Patient to the Insured:
[bookmark: Check5][bookmark: Check6]|_| Child   |_| Other
 (
If 
Other
, please specify
)
		
 (
Insured Date of Birth
 
) (
Insured SSN
)
 (
Home Address (if different than above)
) (
Cell Phone (if different than above)
)

 (
Policy ID Number
) (
Policy Group Number
)
 (
Employer of Policy Holder
) (
Employer Address
)

 (
Insurance Company 
)

This patient is also covered by a secondary dental insurance plan?  |_|Yes  |_|No


Consent for Services and Financial Policy
By checking the box below, I agree to be responsible for payment of all services rendered on my behalf or my dependents. I understand that all payments are due at the time of service. In the event payments are not received by agreed upon dates, I understand that a late charge may be added to my account.
I hereby authorize Meyer Dental Group to take x-rays, study models, photographs, and other diagnostic aids deemed necessary by the doctor to make a thorough diagnosis of the dental needs. 
Dental insurance is a contract between the subscriber and their employer. We encourage you to read your insurance policy so you are fully aware of the benefits and limitations negotiated by your employer and the insurance company. As a service to you, we are happy to prepare and electronically file and dental claims from your appointment. We will make every effort to maximize your yearly reimbursement to which you are entitled. However, we cannot guarantee any insurance reimbursement outcomes. Dental insurance is not intended to cover all expenses, but to be used as an aid toward acquiring better care. Dental insurance rarely pays for necessary procedures and treatments in their entirety, nor do they always have the patient’s best interest at the forefront.
Estimates and treatment plans presented are based upon information gained from the examination. As with any dental treatment, there may be unforeseen treatment adjustment and/or complications. We will make every effort to anticipate and communicate any changes in the plan and advise you as soon as possible. 
By checking this box, I understand the above information and agree with its contents. 
[bookmark: Check1]|_| Confirmation of Understanding 
Parent/Guardian Signature _________________________________________
Relation to Child Patient ___________________________________________
Date ___________________________________________________________
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