WELCOME!

PATIENT RIGISTRATION FORM
The following conflidential mtormaton i 16r ur fecards ondy

Wekome to Or. Haudrich's office. We sincerely 20grecate you thodwrg our office for your health care newds. Please be ausuned that we will
wr e 1O Connualy e the bl that you buree placed in wi I order for wi 10 wive vou Betier, pleate Like Lover 3l mingted 10 Compiete
thin informton fomm sl Dot dy A4 pdaalle

Tell Us about Yourself
De. M. / Mg, fMias. M. (please circle) Maie of Female (pleate cathe)

(Firsz, mickdhe inltial, Last) Name Date of Birth_J F p—

Horre 8 | ) Celln| ]

Social Securty® . . £-mad Address

Spose/Parent/Guardan Name Cel/Work o | }
Employment
Full time/ Part time/ Reticed/Student

Place of Employment/School Worke | ]

Dental Insurance

Irsurance Co. Name

irsurance Co. Address

Insurance Co. Phone B { }

Group B (Plan, Local, or Policy o)

Pobcy Owner's Name

Rebtionhip 1o Patent

Polcy Owner's Birth date / !

Social Security 8/or Subscriber ID ®

Pohcy Owrr's Employes

Referral: Who may we thank for referring you to our office?

AUTHORIZATION for TREATMENT: | request and authorioe Or. Hewdrich and hid stalf to examing, (kean and provide ma with
comprebentive dental treatrent; including flags, orownd, extractons, irays, 100t canal therapy and nitrous ouide, i requared.
1 further authorize the taking of dental xrays 1o help dagnote or treat my dental condition,

Fatient (Guardan'y) Signature




