
PATIENT NAME:  

PATIENT INFORMATION

          
Preferred Name          Date of Birth

Address      City    State   Zip

Telephone (Mobile)     (Work)     (Home)

Email        Employer:

How did you hear about our practice?  

INSURANCE INFORMATION

Please present your insurance card to be photocopied for our records.

RESPONSIBLE PARTY (If minor)

Last Name:           First:     Initial:

          

Date of Birth

 

            

Telephone (Home)     (Work)     (Mobile)

Email

EMERGENCY CONTACT OUTSIDE OF HOUSEHOLD
Last Name:           First:     Initial:

Telephone (        Mobile       Work       Home) 

AUTHORIZATION AND RELEASE

Signature         Date
(I attest to the accuracy of the information on this page. Responsible Party, if under 18)

Primary Insurance

Subscriber Name

Subscriber ID

Date of Birth

Relationship to Subscriber          Self       Spouse       Child       Other 

Employer Name

Employer Phone

Insurance Company

Insurance Group

Insurance Phone

Secondary Insurance

Subscriber Name

Subscriber ID

Date of Birth

Relationship to Subscriber          Self       Spouse       Child       Other

Employer Name

Employer Phone

Insurance Company

Insurance Group #

Insurance Phone

If Rogue Dental is unable to reach you, at which number(s) may we leave a detailed message?  Home  Cell  Work  Other_________________

Would you like to receive text reminders?    • YES     • NO Email correspondence?    • YES     • NO

SSN

Birthdate
MO                      DAY                       YEAR

LAST                                     FIRST                                      MIDDLE

      SSN 

    • Married        • Single        • Minor        • Male        • Female

1. I consent to the diagnostic procedures, including x-rays, study models, photographs, or any other diagnostic aids deemed appropriate by my dentist to make a  
 thorough diagnosis of my (or my child's) dental needs.
2. I further authorize my dentist to perform all recommended treatment mutually agreed upon by me and to use the appropriate medication and therapy indicated  
 for such treatment. I understand that using anesthetic agents embodies a certain risk. Furthermore, I authorize and consent that my dentist may choose and  
 employ such assistance as deemed fit to provide recommended treatment.
3. I consent to the release of information concerning my (or my child’s) health care, advice, and treatment to another dentist or specialist, or for evaluating and  
 administering any claims for insurance benefits.
4. I AUTHORIZE THE ASSIGNMENT OF MY INSURANCE BENEFITS TO RICHARD LEONG D.D.S.  I understand that my insurance benefits may pay less than  
 the actual bill for services and that I am responsible for any services not paid or covered by my insurance benefits and any account balance
5. ELECTRONIC COMMUNICATIONS. I consent to receiving HIPAA-compliant electronic communications as indicated in my preferences above. I understand  
 that there is no obligation to receive these electronic communications. Message/data rates may apply, and I may opt-out of receiving electronic communications  
 at any time.

Address (if different) City    State   Zip



Patient Signature __________________________________________________________________ Date ______________________

Parent or Responsible Party _____________________________________________ Relationship to Patient ____________________

Dr. Evaluation __________________________________________________________________ Date _________________________ 

Comment ___________________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

HEALTH HISTORY

16.  Are you pregnant?.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  YES       NO
17.  Do you have or have you had any disease, condition, or problem not listed.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  YES       NO
       If yes, please list________________________________________________________________________________
       _____________________________________________________________________________________________


