ROCHESTER
DENTAL CLINIC

Patient focused, Family Friendly

Confidential Information Questionnaire

Patient's Legal Name Last First MI Date of Birth

Gender
Social Security Number (Last Four Digits) MmO FO
Prefer to be called Home Phone # Work Phone# Cell Phone #
Patient's Address Street Apt# City State Zip Email

Marital Status SC1 MO w DI

Spouses Name and Employer

Other family members that are patients here

Who can we thank for referring you to our office?

Under 181

Parent/Guardian:

( Complete if patient is under 18 or on your insurance )

Insurance and Financial Information

Insurance Coverage Y1 N[

Insurance Company's Name Insurance Claims Address Insurance Phone Number

Patient's relationship to subscriber
Subscriber's Name Self L1 Spouse [1 Dependant[1  Subscriber's birthday

Subscriber's SSN or Insurance ID #

Group / Program Number Employer

Secondary Coverage YO N[



Indurance Comgany's Marmse Insurance Clairms Address Insurance Phone Number

Self O Spouse O Dependant 0
Sabscriber’s Name Fatient’s relationship to subscribar Subscriber's Birthday

Subscriber’s S5M or Insurance [0 #

Emergency Contact Information
Person we may contact in case of an emergency [other than your family home]

Mame Relationship

Home Phone Mumber Work Phonse Mumber Cell Phore Mumber

Request for Confidential Communication
&g my dental care provider, you may do the following with my permission

Contact me at homea
Contact rme wvia call phone
Contact rme at wark
Contact me via bawt

Contact me via amail

OO ooogo =
O o ooo =

Assignment & Release
| Beraby sutharize mey irsurance Banefits 10 be poid directhy o ik deptisns, |am Fnamcially responsibbe Toe arry Balance dos and authoripe the
dentists to releass sy information for claims. | autharize that my recards can be used by the doctor if they so determine. in consideration of the
serices rendered to me by the demtal office, | am obligated to pay said office in accordance with its oredit terms and palicg
| cardant Lo making of videotlapes, photographs, and s-ris belare, during, ard sler trestment U be used by the doctar in scientific paperd, daman-
stratans, presentations, laboratary communication and or social media which includes but is not limited to their Facebook page. These videas will
nat he wse for ather commercial purposes. These images will become property of my dental recond.

| cartily that | have read o Bad read 1o me the canbents of this Bsrm and di realize the ks snd limibstions imaakaed,

Patient Signature Date WWitrass Date

Farant/Guardian Signature {patient under 18} Date




