
REGISTRATION FORM 
 

Patient’s Name:  __________________________________________________   Middle Initial: ________ 

How would you like to be addressed by the Doctor and Staff:  ____________________________________ 

Birthdate:  _______/_______/_________      SS#:  _____________________________________________ 

Mailing Address:  _______________________________________________________________________ 

  ________________________________________________________________________ 

Home Phone #:  ________________________________ Business/Work Phone #:____________________ 

E-Mail Address:  ________________________________________________________________________ 

How would you like us to confirm your dental appointments?    Home_____   Work  _____   E-Mail _____ 

Employer:  ____________________________________________________________________________ 

Business Address:  ______________________________________________________________________ 

  ________________________________________________________________________ 

Position held:  __________________________________________________________________________ 

 

Person Financially responsible for account:  __________________________________________________ 

Relationship to Patient:  __________________________________________________________________ 

Birthdate:  _______/_______/_________      SS#:  _____________________________________________ 

Mailing Address:  _______________________________________________________________________ 

  ________________________________________________________________________ 

Home Phone #:  ________________________________  

 

In Case of an emergency, who should be notified:  _____________________________________________ 

Relationship to Patient:  __________________________________________________________________ 

Home Phone #:  ________________________________ 

 

Is there anyone we should thank for referring you here?  ________________________________________ 

Do you have any family members that are currently patients here?  ________________________________ 

If yes, should your account be connected with theirs?  __________________________________________ 

 

STATEMENT OF CONSENT FOR TREATMENT AND FINANCIAL RESPONSIBILITY 
 
I give my consent to any advisable and necessary dental procedures, medications, radiographs, study models, 

photographs, or anesthetics to be administered by the attending dentist or by his/her supervised staff for diagnostic or 

for dental treatment purposes. 

 

The Office Financial Policy is that we ask for payment at the time service is rendered.  For those individuals who have 

insurance, this office will submit to all insurance companies and will only ask for the portion which you insurance is 

not estimated to cover at the time service is performed.   If there is a difference in our estimate and what your insurance 

company actually covers, as sometimes happens, we will bill you for that difference.   There is a finance charge of 18% 

annually on accounts that are 60 days past due. 

 

I understand and acknowledge that I am financially responsible for the services provided for myself and/or the above 

named regardless of insurance coverage.  I have had the office financial policy explained to me and understand the 

guidelines of that policy.  

 

___________________________________________  ____________________________________ 

Signature of Responsible Person     Date 

 

 



DENTAL INSURANCE INFORMATION 
 

Primary Insurance Information 
 

Subscriber Information (Employee) 

Name :  ________________________________________________________________________ 

Social Security #:  ______________________ Date of Birth:  _______________________ 

Mailing Address:  ________________________________________________________________ 

Employer/Policy Provider:  ________________________________________________________ 

 

Insurance Information: 

Insurance Company:  ____________________________________________________________________ 

   Address:  _____________________________________________________________________ 

       _____________________________________________________________________ 

   Telephone #:   _______________________   Group/Policy #:  ___________________________ 

 

 

Secondary Insurance Information 
(This only applies if you are covered by a second dental insurance company) 

 

Subscriber Information (Employee) 

Name :  ________________________________________________________________________ 

Social Security #:  ______________________ Date of Birth:  _______________________ 

Mailing Address:  ________________________________________________________________ 

Employer/Policy Provider:  ________________________________________________________ 

 

Insurance Information: 

Insurance Company:  ____________________________________________________________________ 

   Address:  _____________________________________________________________________ 

       _____________________________________________________________________ 

   Telephone #:   _______________________   Group/Policy #:  ___________________________ 

 

 

ASSIGNMENT OF INSURANCE BENEFITS 

Order to Pay Insurance: 

 

To: ___________________________________________ Group Policy #:_______________________ 

Insurance Company 

 

I hereby authorize and request your company to pay directly to Drs. Jon and Catherine Samaha the amount 

due me under the terms of my policy issued by your company.  Payment is authorized upon receipt of each 

itemized statement for services rendered me or my family members covered by the same policy.  Said 

payment, in whole or in part, shall be the same as if paid directly to me. 

 

_______________________________________________ ____________________________________ 

 


