ENDODONTIC AND IMPLANTOLOGY ASSOCIATES
Ray R. Shirani, DDS Robert Chimenti, DDS, IMC.  Kriss Ghafourpour, DD5  Midhi Prakash, DMD

PATIENT REGISTRATION
Date:
Hame of Patient: Sex: MOF Date of Birth:
Address: Hawrrve Phaome:
City: Zipr Woaork Phoree;
Employer: ) ity Cell Phong:
Spouse Name: _ Date of Birth:
Employer: City: _ Phone;

Full Time Student (circle onel ¥ N Name of School:

Emergency Contact: Phone:
Referring General Dentist: o Mo did wou hear about us?:
Pateent’s e-mail:

B - _ I 1
Person Responsible For Account Phome
Address: Cily: .. |+ H a
Relaticnship To Patient: — e

DENTAL INSURANCE INFORMATION

Insured's Name: 554, o ___ Daue::-{ Eirtl!l.: - _ |
Insurance Co. Mame: ~ Phooe: ] Group 8 e
Address: _
Dwo You Have Dual Coverage? Yes  No Ifes, Complete The Following:
Insured's Mami: - =1 Date of Birth:
Insurance Co. Mame: B  Phame; __ {mroup®
Address:

FlERL)

A% 2000 monthly billineg ¢ harge will be added 16 all accounts awed geer 90 daya.
A SA000 T will bee ¢humped T sy returned checks

| haeee readl the above miarmation and nsweered the questions 7 the best of my abdlicy. | am fmanclally responsibbe for all chasges incurrod
during treatment. | understand that inswance coverage inguinies are based on the best avadable information at the time of the inguiry, Ay
copayrment quiabed is an eatimate only,

in oecler 1o Tulfill our abdigation 1o potect the privacy of our patsents, we adisere 1o the cutrent Health Insurance and Accountabslity Act of 1966
(HIPPATL W may uie o dischose your health information for ireatment, o obdaln payment for services we provide to you or for healthcane
aeralsans. AL no ather tme will this infeernation Be used undess requested by you or required by Loee Please feel free to request a copy of our
PRy practioes in s entineby o bo discuss any questions you may haee regarding cur paticy.




