Patient name:

PATIENT INFORMATION

Welcome to our office! To assist us in serving you, please complete the following confidential form.
The information provided is important to your dental health.

Father/Guardian name:

Address:

Driver licence #:

oMo FDOB. Goes by:
First Last
DOB:
First Last
Mother/Guardian name: DOB:
First Last
Street # City State zip code
SSN:
Cell: work:

Home Phone#:

Mother's Email:

Father's Email:

Subscriber Name:

O FINANCIAL RESPONSIBILITY ¢

DOB:

Subscriber Employer:

SSN:

INS Carrier:

INS Phonet#:

MEM #

GRP #

Is patient Cover by additional insurance? 0O Yes Q No

Subscriber Name:

DOB:

Subscriber Employer:

SSN:

INS Carrier:

INS Phonet:

MEM #

GRP #

PRIVACY STATEMENT

This office will not release any information about our patients except to parents, legal guardians, your insurance carrier, or to other referred
medical or dental offices, except by court order.
Martha Bustillo, DMD & Ashley Featherston DDS

ACKNOWLEDGEMENT OF RECEIPT NOTICE OF PRIVACY PRACTICES

Patient Name:

Date of Birth:

By signing this form, you acknowledge that we have provided you with our Notice of Privacy Practices. The Notice of Privacy Practices
tells you how we can use and disclose your health information. It also describes certain rights you have about your health information kept

by us.

Signature of Patient, Parent, Guardian or Personal Representative Date

Please print name of Patient, Parent, Guardian or Personal Representative Date



