
REGISTRATION FORM

Employed By ________________________________________________________________

If Self-Employed, Name of Business/Address _______________________________________

Employer’s Address ___________________________________________________________

How did you learn about our office? _______________________________________________

Hobbies/Interests _____________________________________________________________

Spouse’s Name ____________________________ Spouse’s Social Security # ________________________

   Occupation of Spouse _______________ Spouse’s Work Phone ____________________________

   Spouse’s Birthdate ____________  Name of Spouse’s Employer ___________________________

   Spouse’s Employer’s Address _______________________________________________________

Person to notify in an emergency (not at home address) _______________________ Phone _____________

Dental Insurance Information

Single Married Widowed Divorced

Name (first) (middle initial) (last)

Address

City State Zip

Occupation Social Security#

Employee’s Name _________________________ Employee’s Social Security # __________________________

Employee’s Date of Birth ________________ Contract ID # __________________________________________

Insurance Co. _____________________________________________ Group # ___________________________

Insurance Co. Address _______________________________ Insurance Co. Phone ________________________

Are you covered by a second insurance company?        ___ Yes   ___ No

   If yes, name of 2nd insurance co. _________________________ Group # ________________________

   Employee Name for 2nd ins. _________________________SSN for 2nd ins. _____________________

   Employee Birthdate for 2nd ins. co. __________________ Contract ID # ________________________

Must Complete if Under 18 or Full-time Student/Responsibility Party Information Required

Mother’s Name ___________________________ Mother’s Social Security # _____________________________

Mother’s Address _________________________________________________________________

Mother’s Home Phone # ___________________ Birthdate ______________________

Mother’s Employer ___________________________ Occupation _______________ Work Phone ____________

Father’s Name _____________________________ Father’s Social Security # ____________________________

Father’s Address __________________________________________________________________

Father’s Home Phone # ___________________ Birthdate _______________________

Father’s Employer _______________________ Occupation ___________________ Work Phone _____________

FatherInsured is Self Husband Wife Mother

Telephone (home) (work) Birthdate Sex

Please turn the page!

 (pager) (cell) (e-mail)



Patient’s name: ________________________________________________

I understand that as a service to me, Porch & Yokley, D.M.D., P.C. will
assist me in processing my insurance claims. However, I am completely
responsible for all fees in their entirety. This office quotes current fees that
are within the usual and customary range of dental services in our area, while
many insurance companies pay from a set fee schedule. I understand that
Porch & Yokley, D.M.D., P.C. is required by law to maintain the privacy of
my protected health information and to provide me with notice of their legal
duties and privacy practices with respect to protected health information.

X _________________________________ Date _______________
Signed (patient or parent if minor)

Please list the name (and relationship to you) of any person(s) with whom we
can discuss your dental condition/diagnosis:

____________________________________________________________
____________________________________________________________

Only if you have insurance:

So that you don’t have to sign an insurance form at each dental visit, Porch &
Yokley, D.M.D., P.C. will maintain this “signature on file” for you.

Authorization to Release Information: I hereby authorize any Provider,
insurer or other Organization to release any information regarding the dental
history, treatment, or benefits payable for this claim of the Plan Administrator
or its authorized agent for the purpose of determining benefits payable.

X _________________________________ Date _______________
Signed (patient or parent if minor)

Authorization to Pay Benefits to below named Dentist: Where applicable,
I hereby authorize payment to Porch & Yokley, D.M.D., P.C. for services
rendered.

X _________________________________ Date _______________
Signed (patient or parent if minor)

CURRIE SYSTEMS, INC. - HUNTSVILLE, AL - (256) 704-CURRIE (2877)





History Review

Dentist Signature_____________________________________ Date _________________________
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