@Qﬁf‘,’ﬁé Family Patient Information

CMr.  OOMrs.  [OMs.  [Dr. [Male [JFemale [JSingle [IMarried [IDivorced [JWidowed
Patient Name Middle Name Last Name SSN/ID:
DOB:
Patient/Child's Name: OMale OFemale SSN/ID:
DOB:
Patient/Child's Name: OMale CIFemale SSN/ID:
DOB:
Patient/Child's Name: OMale OFemale SSN/ID:
DOB:
Home Address City State Zip
Home Phone Cell Phone Email
Occupation Employer Name Employer Phone
Employer Address City State Zip
Whom may we thank for referring you? Name:
In case of an emergency who should be notified? Name: Phone:
Person Respons”ﬁle For Account ~ LICheck Here It Same As Above
CIMr.  COMrs.  [OMs.  [Dr. [OIMale [JFemale [ISingle [IMarried [IDivorced [1Widowed
First Name Middle Name Last Name Preferred Name
Home Address City State Zip
Social Security Number: Date of Birth:
Home Phone Cell Phone Email
Occupation Employer Name Employer Phone
Employer Address City State Zip

Dental Insurance Information

[1Check here if you do not have Dental Insurance [1Check here if you provided an insurance card to be on file
Insured's First & Last Name Date of Birth Social Security

of Insured's Employer Patient Relationship To Insured

Insurance Company Phone Subscriber ID # Group ID #

Insurance Company Address City State Zip

Hi ppa Acknowledg ement:Please Initial | understand that | can ask and receive a copy of this office's Notice of Privacy practices.

| Assignment and Release

| certify that I, and/or my dependent(s), have insurance coverage with and assign directly to Dr Lloyd all insurance benefits, and assign directly

to Dr Lloyd all insurance benefits, if any, otherwise payable to me for services rendered. | understand that | am financially responsible for all charges whether or not
paid by insurance. | authorize the use of my signature on all insurance submissions.

Dr Lloyd may use my health care information and may disclose such information to the above-named Insurance Company(ies) and their agents for the purpose of obtaining
payment for services and determining insurance benefits or the benefits payable for related services. This consent will stay in effect until patient revokes

consent verbally or in writing. It immediately ends when patient discontinues services at our practice.

Signature of patient/parent/guardian
Print Name: Date:

Pearl Dentistry | 4012 Brian Ave | Caldwell, ID 83605 | 208-459-4312 | www.caldwelldentalcare.com | lloyddmd@caldwelldentalcare.com



