
03:38 PMTIME

PATIENT REGISTRATION

DATE 11/25/2019

First Name:

ID:

Patient Is: Policy Holder Responsible Party

Last Name: Middle Initial:

Preferred Name:

Chart ID:

Responsible Party ( if someone other than the patient )

First Name: Last Name: Middle Initial:

Address: Address 2:

City, State, Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Birth Date: Soc Sec: Drivers Lic:

Responsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder

Patient Information

Address: Address 2:

City: State / Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Sex: Male Female Marital Status: Married Single Divorced Separated Widowed

Birth Date: Age: Soc Sec: Drivers Lic:

E-mail: I would like to receive correspondences via e-mail.

Section 2 Section 3

Employment
Status:

Full Time Part Time Retired

Student Status: Full Time Part Time

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg:

Referred By

Previous Dentist

Emergency Contact

Primary Insurance Information

Name of Insured: Relationship to Insured: Self Spouse Child Other

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits: Rem. Deduct:

Ins. Company:

Address:

Address 2:

City, State, Zip:

Insured Birth Date:

Employer:

Other

Insured Soc. Sec:

Address:

Rem. Benefits: Rem. Deduct:

Address 2:

City, State, Zip:

Secondary Insurance Information

Name of Insured: Spouse ChildRelationship to Insured: Self

Ins. Company:

Address:

Address 2:

City, State, Zip:

Emergency Contact #





	 	 	 	 	

	
	
	
	
	
	

Appointment	Policy	
	
Our	staff	at	Southwest	Smiles	is	committed	to	providing	the	highest	quality	of	dental	care	and	services	

for	our	patients.	Dental	procedures	require	preparation	and	planning.	This	includes	appropriate	staffing,	

treatment	room	availability	and	material	preparation	at	specific	times	during	our	work	day.	We	reserve	

specific	time	blocks	in	an	attempt	to	meet	patient	schedules	and	the	urgency	of	the	dental	need.	If	you	

have	 made	 an	 appointment	 with	 us,	 that	 time	 has	 been	 reserved	 exclusively	 for	 you	 and	 we	 have	

prepared	in	advance	for	your	visit.	Please	be	advised	of	the	following	requirements:		

	

§ We	require	48	hours	notice	for	cancellation	of	a	scheduled	appointment		

	

§ A	 cancellation	 fee	of	 $25.00	will	 be	 added	 for	 all	missed	or	 cancelled	 appointments	with	 less	

than	24	hours	notice.	Appointments	longer	than	60	minutes	will	result	in	a	higher	fee.		

	

§ If	there	are	three	missed	or	cancelled	appointments	without	24	hours	notice	appointments	in	a	

year	time	frame,	we	reserve	the	right	to	not	schedule	any	further	appointments	or	to	require	a	

deposit	in	order	to	schedule	a	future	appointment.		

	

§ Family	emergencies	will	be	taken	into	consideration.	

	

	

	

	

	_________________________________________	 	 	 	___________________		

Signature	of	patient	(or	responsible	party)		 	 	 	 	 Date	



	 	 	 	 	

	
	
	
	
	

Patient	Responsibility	
	
	
Fees	 for	 treatment	 are	 due	 at	 the	 time	of	 service.	 I	 understand	 that	my	 insurance	will	 be	 billed	 as	 a	

courtesy	and	it	is	my	responsibility	to	know	and	understand	the	exclusions	and	limitations	of	my	dental	

insurance	 policy.	 Should	 my	 insurance	 change,	 I	 understand	 that	 it	 is	 my	 responsibility	 to	 furnish	

Southwest	Smiles	with	the	new	information.	

	

I	understand	the	fees	quoted	are	only	an	estimate	and	agree	to	pay	all	fees	(co-pays	and	deductibles)	in	

full,	as	well	as	any	portion	not	covered	by	my	insurance	company	for	ANY	reason.	

	

	

	

	

	_________________________________________	

Patient	Name		 	 	 		 	 	 	 	 	

	

	

_________________________________________	 		

Print	Name	(Responsible	Party)			 	 	 	 	

	

	

_________________________________________	 	 	 	___________________		

Signature	(Responsible	Party)		 	 	 	 	 																Date	

	



	
	
	
	

How	Did	You	Hear	About	Us?	
	
	
In	an	effort	to	learn	more	about	our	patient’s	preference	for	contacting	us,	we	would	like	to	ask	you	to	

please	take	a	moment	and	complete	this	brief	survey.	

	

How	did	you	learn	about	Southwest	Smiles	and	make	the	decision	to	come	to	our	office?	

o Friend/Family	

o Southwest	Smiles	Website	

o Web	Search	

o Southwest	Smiles	Facebook	Page	

o Your	Insurance	Company	

o Other	________________________________	

	

Did	you	use	the	website	to	plan	your	appointment?	☐	Yes	☐	No	

	

Did	you	read	reviews	online	prior	to	making	a	decision?	☐	Yes	☐	No	

If	yes,	which	one(s)?	☐	Yelp		☐	Google+	☐	Facebook	

	☐	Other______________	

	

If	you	were	referred	to	our	office	by	a	person,	we	would	love	to	thank	them.	

	

Name	of	Person	Who	Referred	You:	_________________________________________	

	

Additional	comments	

______________________________________________________________________	

______________________________________________________________________	

______________________________________________________________________	
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