PATIENT REGISTRATION

Patient Information (**please note- if the patient is 18 yrs or older, they are the responsible party)

First Name: Last Name: Middle Initial:

Preferred Name: Birth Date: Age SSN#:

Please Circle: Male Femae Please Circle Married Single Divorced Widowed

Address:

City: State, Zip:

Home Phone: Work: Cdl:

Patient Is: Policy Holder Responsible Party E-Mail

Responsible Party (if other than the patient)

First Name: Last Name: Middle Initial:
Birth Date: SSN#:

Address:

City: State, Zip:

Relationship to Patient: Parent / Spouse / Other Is Responsible Party also the Policy Holder: Yes/ No

Primary Insurance I nfor mation

Name of Insured: Birth Date: SSN#:
Employer:

Insurance Company: Ins. Co. Phonet:
Secondary Insurance Infor mation

Name of Insured: Birth Date: SSN#:
Employer:

Insurance Company: Ins. Co. Phonet:

DENTAL HISTORY

If | could change my smile, | would:

(please check all that apply) Yes | No

Do you have any of the
following concerns?

0 Whiten Teeth Tooth Pain

0 Straighten Teeth Sensitivity

0 Close Spaces Jaw Joint Pain

0 Replace Silver Fillings Bleeding/SwollenGums

8 Eep:g alitis Cr:w\{r;sa A Grinding/Clenching

0 Hg?/e aSmile Mgakeover Loose/Shifting Teeth
Broken Teeth/Fillings
Bad Breath

Date of Last Cleaning:

**Thank you for choosing Legacy Family Dental for your dental needs. In our office, Dr. Grider uses composite (tooth col ored)
material instead of amalgam (silver) when restoring teeth. Composite restorationsare now stronger than the ol d-fashioned amal gam
restorations and are much more attractive. Dr. Grider feelsthat while thistype of restoration is more expensive, it isa superior choice
which provides numerous benefits to the patient. The composite material actually bondsto the tooth, providing a stronger and more
natural restoration. Inaddition, they contain no metallic e ements or mercury.

Please be aware that not all insurance companies fed aswe do. Someinsurances cover composite restorations at the lower rate of
amalgam. Dr. Grider wantsto provide our patients with the best and does not believe in letting insurance companies dictate
treatment.

How did you hear of our office?

Name (print):
Signature:

Date

TURN OVER TO COMPLETE



