WSU-AEGD DENTAL CLINIC
REGISTRATION FORM

Today’s Date:

How did you hear about our clinic?

PATIENT INFORMATION

Patient’s lastname:

First:

Middle: Marital status: (please circle) SingleQ Marrie)

DivorcedD WidowedD

Address: City, State, and Zip code: Birth date: Age: Sex:
"M F
Is patientresponsible party?OQ Yes (O No
Social Security no.: Home phoneno.: Work phoneno.: Cell phoneno.:
O Checkif you would like to receive
text reminders
Employer: Employer address: Employer phoneno.:
Email: O I would like to receive email correspondences
Personresponsible for bill (Relationship to | Birth date: Address (if different): Home/Cell phoneno.:
patient):
Employment Status: Employer: Employer address: Employer phoneno.:
OFull TimeO Part TimeO Retired

INSURANCE INFORMATION

Subscriber'sname:

Subscriber'sS.S.no.: Birth date:

Group no.:

Policy no.:

Relationship to Patient:

Pleasenotify usifyou havesecondary insurance:

IN CASE OF EMERGENCY

Name oflocal friendor relative (not living at same

address):

Relationship to
patient:

Home/Cell phoneno.:| Work phoneno.:

The aboveinformation is true to the best of my knowledge. | authorize my insurance benefits be paid directly to the physician. |
understandthat| amfinanciallyresponsible for anybalance. | also authorize WSU-AEGD Dental Clinic orinsurance company to release
anyinformationrequired to process my claims.

Patient/Guardiansignature

Date




