WestWays Dental
REGISTRATION FORM

(Please Print}
Today's date: | Per:
PATIENT INFORMATION
Pakient's last narme: First: Middie: OMr., |QMiss | Maritsl status (secie ong
OMm | OMs, Single / Mar / Div / Sep / Wid
Is ihis pour legal name? memmhﬂﬂm}' {Formér nama): Birth dage; Age: | Sec
O Yes 0 ko ! I} OM QOF
Siréist ackdress: Sodal Security no.; Home phona ma,
{ }
P.Q, bo; City: State: ZIP Code:
Cooupation: Ermplimntr: Employer phone no.:
{ }
Chose cinic because/Referred to dinic by (please check cne box): | ODr.  Fairbanks O Insurance Plan | O Haspital
OFamy | O Friend 0 Clese te home/work | O vellow Pages O Other
Other famiy memibers ssen here:
INSURANCE INFORMATION
{Please give your insurance card to the receptionist.)
Person respornsiie for bill; Birth date; Address (if different): Home phone #;
/ f { )
Is this person a patient here? O Yes _En
Cocupation: Empiayer: Ernpicyer address: Employer phone #
[ 1]
Is this patient covered by insurance? O Yes O Mo
Please indicate primary insurance | O Deita Dental 0 MetLife O Select Hoalth O Astna | o agnarro
O BCBS O Educators M. Q Guardian O Dental Sedect Platinum O Other
Subscriber's name: Sunecriber's SGE: Birth diate: Group #: Ing, ID #: Cirpayment:
[ :
Patient’s redationship to subscriber: | O Seif Ospouse  |oonike |0 omer s Phone #: ()
Name of secondary Insurance (if applicable): | Subsoiber's name: Greup #; Irs, 0 &:
Patienit’s relationship to subscriber: | O Self OSpouse | QChid | O Other Irs. Phone #:( )
IN CASE OF EMERGENCY
Hame of local friend or relative (not lving at same address): Relationshis to patient: Horme phone no.: Work phone no.:

{ }

{ ]

mama-rfwmummmbutqrmhmm.lammmwuummmmm.IWM|
am finandialy retponsible for any balance. T also autharing [Mame of Practice]

Ty S,

or insurance comparry to release any information required 10 process

FPobisol\Guslian samafue




