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INSURANCE INFORMATION
(Please give your insurance card to the receptionist.)

Name of Primary Dental Insurance:		            

Subscriber’s name:        Subscriber’s S.S/I.D. #:	       Birth Date:          Employer:			         Group no.:

Patient’s relationship to subscriber:			      q  Self	 q Spouse	          q Child          q Other

Name of Secondary Dental Insurance:	            

Subscriber’s name:        Subscriber’s S.S/I.D. #:	       Birth Date:          Employer:			         Group no.:

Patient’s relationship to subscriber:			      q  Self	 q Spouse	          q Child         q Other

Name of Medical Insurance:		          	            

Subscriber’s name:        Subscriber’s S.S/I.D. #:	       Birth Date:          Employer:			         Group no.:

Patient’s relationship to subscriber:			      q  Self 	 q Spouse	          q Child         q Other

PATIENT INFORMATION
Patient’s last name:	 First:	 Middle:	 q Mr	 q Miss	 Marital Status:

	 q Mrs.	 q Ms.	 Single q   Mar q   Div q   Sep q   Wid q

Is this your legal name?    If not, what is your legal name?   (Former name):		          Birth date:      Age:        Sex:

    q Yes          q No									                                      q M   q F

Street address:					                 City:			                   State:          Zip:

Social Security Number:	     	             Home Phone:			               Cell Phone:			    

				                 (      )				                 (      )

Occupation:		             Employer:						       Employer phone no.:

										                         (      )

Northland Oral and Maxillofacial Surgery
REGISTRATION FORM
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FEES & PAYMENTS

We make every effort to keep down the cost of your care.  You can help by paying upon completion of each visit.  An estimate of the charge for any procedure or surgery 
you may require will be given to you upon request.  If you have any dental and/or medical insurance we will be glad to fill out the proper forms, but please complete the 
identifying information on this form.

Please remember that insurance is considered a method of reimbursing the patient for fees paid to the doctor and is not a substitute for payment.  Some companies pay 
fixed allowances for certain procedures and others pay a percentage of the charge.  It is your responsibility to pay any deductible amount, co-insurance or any 
other balance not paid for by your insurance company.  You will be responsible for all collection costs, attorney’s fees, and court costs.

This signature on file is my authorization for the release of information necessary to process my claim.  I hereby authorize payment to this doctor named of the benefits 
otherwise payable to me.

I authorize my surgeon and his / her designated staff, to perform an examination, for the purpose of diagnosis and treatment planning.  Furthermore, I authorize the taking 
of all x-rays required as a necessary part of this examination.  In addition, if medically necessary, I authorize the release of any information acquired in the course of my 
examination and treatment to my other doctors and/or insurance carriers.

X __________________________________________________________________________________________________   X ________________________________
    Signature of patient (Parent or Guardian if Minor)							       Date


