
Birmingham Smiles Dentistry 

PLEASE PRINT PATIENT REGISTRATION 

 

FIRST NAME________________________LAST NAME____________________________MIDDLE INITIAL______ 

PREFERRED NAME:________________________________________________________________________________ 

REFERRED BY:____________________________________________________________________________________ 

PATIENT INFORMATION: 

STREET ADDRESS:___________________________________________________________________________________ 

CITY, STATE, ZIP:___________________________________________________________________________________ 

EMAIL:_____________________________________________________________________________________________ 

HomePhone________________________   Work Phone__________________________ Cell__________________________ 

SOC SEC:_____________________________________________BIRTH DATE:__________________________________  

MARITAL STATUS: _________MARRIED __________SINGLE                           SEX    _____________MALE 

                              _________DIVORCED ___________WIDOWED                                     _____________FEMALE 

STUDENT STATUS: _____FULL TIME _____PART TIME NAME OF COLLEGE__________________________ 

EMPLOYMENT STATUS: __________FULL TIME ___________PART TIME _______________RETIRED 

EMPLOYER:________________________________________________________________________________________ 

ADDRESS:__________________________________________________________________________________________ 

CITY, STATE, ZIP___________________________________________________________________________________ 

 

PRIMARY DENTAL INSURANCE INFORMATION: 

Name of Insured  _____________________________________________________________________________________ 

Employer of Insured  _________________________________________________________________________________ 

Relationship to Patient    ________Self        ______Spouse             ________Child                 __________Parent/Guardian 

Insured Social Security  ___________________________________  Insured Date of Birth   _________________________ 

Name of Ins. Company _________________________________________________________________________________ 

Group Number _______________________________       ID/Policy Number _____________________________________ 

SECONDARY DENTAL INSURANCE INFORMATION: 

Name of Insured  _ ____________________________________________________________________________________ 

Employer of Insured   __________________________________________________________________________________ 

Relationship to Patient   ________Self    ________Spouse ___________Child  __________Parent/Guardian___________ 

Name of Ins. Co. _______________________________________________________________________________________ 

Group Number _____________________________________     ID/Policy _______________________________________ 

 

PLEASE READ AND SIGN NEXT PAGE 



RESPONSIBLE PARTY INFORMATION:

FULL NAME:_____________________________________________________________________________________________

DATE OF BIRTH:______________SOCIAL SECURITY:__________________ DRIVER’S LICENSE___________________

STREET ADDRESS:_______________________________________________________________________________________

CITY/STATE/ZIP:________________________________________________________________________________________

HOME PHONE:_________________________WORK PHONE:___________________CELL:_________________________

EMPLOYER:_____________________________________________________________________________________________

EMERGENCY CONTACT

NAME:_____________________________________________________________________________________________________

PHONE NUMBER:__________________________________________________________________________________________

RELATION:________________________________________________________________________________________________

THE ABOVE INFORMATION IS TRUE AND I WILL NOTIFY YOU OF ANY CHANGES:

IN THE EVENT OF NON-PAYMENT OF CHARGES FOR DENTAL SERVICES RENDERED, I 
AGREE TO PAY ALL COST OF COLLECTION , INCLUDING ATTORNEY’S FEE , COURT 
COST AND I FURTHER AGREE TO PAY THE LEGAL RATE OF INTEREST ON THE 
ACCOUNT UNTIL PAID IN FULL AND HEREBY WAIVE ALL RIGHTS OF EXEMPTION 
UNDER THE CONSTITUTIONAL LAWS OF STATE OF AL. I HAVE READ THIS CONTRACT 
AND UNDERSTAND ITS PROVISIONS. INTEREST WILL BE CHARGED AND WILL BE 
ADDEDTO ALL ACCOUNTS 30 DAYS PAST DUE.

SIGNED:______________________________________________________DATE:_________

I have read the Privacy Notice and understand my rights contained in the notice.

By way of my signature. I provide this practice with my authorization and consent 
to use and disclose my protected health care information for the purposes of 
treatment, payment and health care operations as described in the privacy notice.

Patient’s Name (print)

_____________________________________________ ________________
Patient’s Signature Date



Jesse Mann

Jesse Mann

Jesse Mann

Jesse Mann


