Welcome to our Office
Name_________________________________________________ Birthdate_____________________________

Nickname___________________________Social Security Number________________________________
 FORMCHECKBOX 
Male 
 FORMCHECKBOX 
Female
 FORMCHECKBOX 
Single
 FORMCHECKBOX 
Married
 FORMCHECKBOX 
Divorced
 FORMCHECKBOX 
Separated
 FORMCHECKBOX 
Widowed

Address____________________________________________________________________________________

City, State and Zip Code___________________________________________Home Phone_______________

E-Mail Address _______________________________________________________________________________

Employer__________________________Occupation____________________Work Phone________________

Employment Address___________________________________________________________________________
Who May We Thank for Referring You?__________________________________________________________

Someone not living with you to notify in case of emergency_________________________Phone_____________

Responsible Party (if other than self)

Name_________________________________________________Birthdate_____________________________

Relationship to Patient___________________________Social Security #______________________________

Address____________________________________________________________________________________

City, State and Zip Code___________________________________________Home Phone_______________

Employer_____________________________Occupation__________________Work Phone_______________

Dental Insurance Information


Primary Insurance





           Additional Insurance

Name of Insured____________________________


Name of Insured___________________________________

Relationship to Patient_______________________   

Relationship to Patient______________________________
Insured’s Birthdate___________________________

Insured’s Birthdate_________________________________

Soc. Sec. #________________________________


Soc. Sec. #________________________________________

Insurance Company_________________________


Insurance Company________________________________

Membership #______________________________      

Membership #_____________________________________
Group #___________________________________

              Group #___________________________________________

Effective date ______________________________

               Effective Date___________________________________
Authorization and Release

I authorize the dentist to perform diagnostic procedures and treatment as may be necessary for proper dental care.

I authorize the release of any information concerning patient’s health care, advice and treatment provided for the purpose of evaluating and administering claims for insurance benefits.

I authorize the release of any information concerning patient’s health care, advice and treatment to another dentist.

I authorize and request the insurance company to pay directly to the dentist or dental group insurance benefits otherwise payable to me.

I authorize the dentist or staff to take photographs of my care and treatment, which may be used for the advancement of dentistry and educational viewing by other dentists and staff.

I understand that the dental insurance carrier may pay less than the actual fees for service.  I agree to be responsible for all services rendered on the patient’s behalf.

I attest to the accuracy of the information on this page.

Signature of Patient or Parent/Legal Guardian

Relationship to Patient


Date

Hawaii Center for Aesthetic and Restorative Dentistry


