
PATIENT INFORMATION 

 

Date______________ Name__________________________________ Nickname______________ 
                        First Name            Initial            Last Name 

Sex   M    F    Age_______      Birthdate____________              Home Phone(      ) ____________ 
 

Mailing Address___________________________________________________________________  
                                        Street               City      State  Zip    
Mother________________________Work Ph (___)_____________Ext_____  Cell (___)_________ 
 
Father________________________ Work Ph (___)_____________Ext_____  Cell (___)_________ 
 
Guardian______________________Relationship__________________Phone__________________ 
 

Names and ages of siblings:__________________________________________________________ 

 
How did you hear about us? __________________________________________________________ 
 
Reason for today’s appointment? ______________________________________________________ 
 

PERSON BRINGING CHILD TO THE APPOINTMENT 

Name_____________________________________ Relationship to patient____________________ 

Birthdate______________ SS#            -           -             Driver’s License #______________________ 

Address (if different from patient)________________________________ Phone_________________ 

Occupation____________________       E-mail address____________________________________ 

 

INSURANCE INFORMATION  
Primary Insurance Plan:___________________________      Secondary insurance?  Yes  No 

 AUTHORIZATION AND RELEASE 
I authorize the dentist to release any information including the diagnosis and the records of any    
treatment or examination rendered to me or my child during the period of such Dental care to third 
party payors and/or other health practitioners. 
I authorize and request my insurance company to pay directly to the dentist or dental group insurance 
benefits otherwise payable to me. 
I understand that my dental insurance carrier may pay less than the actual bill for services. I agree to 
be responsible for payment of all services rendered on my behalf or my dependents. 

Payment is due in full at time of treatment unless 

prior arrangements have been approved. 

Signature______________________________Print Name__________________________Date_________ 

Welcome!  

Remolina Dental Inc. 

Thank you for selecting our dental healthcare team! We will strive to provide you with the best possible dental care.  

To help us meet your entire dental healthcare needs, please fill out this form completely. 




