





Family Information

Father (or Husband) Mother (or Wife)

[ Il Il | | | |

First Name M. Last Name First Name M. Last Name

[ |

Street Street

[ | Il | [ | I

City State  Zip City State  Zip

[ |! | [ | |
Home Phone Work Phone Home Phone Work Phone

[ I | [ |! |
Birth Date Social Security # Birth Date

Social Security #

IN CASE OF EMERGENCY

Outside of immediate household or family:

First Name M. Last Name

[ |

Street

[ |! | |
City State Zip

[ |

Phone

Account & Payment

Person responisible for account:

To Be Provided In Office
Signature

Preferred Method of Payment

I:ICash or Check

DCredit Card (Card Number and Exp. Date to be provided in office)

DAIternative Billing Source (ask)

Privacy Policy

| acknowledge that Advanced Dental Solutions is in compliance with the Health Insurance Portability and Accountability Act (HIPAA). | am aware
that | have the right to read this office's Notice of Privacy Practices upon request.

Signature: | | Date: |:|






