
 

 

 
 

PATIENT REGISTRATION              
 

 
   

  IF PATIENT IS YOUR CHILD: 

 
 
 �  FULL TIME RESIDENT 
 
 �  SEASONAL RESIDENT 
 

 
 
 
 
 
EMERGENCY INFORMATION 

 

INSURANCE INFORMATION 

LAST NAME                      FIRST NAME                              M.I. 

ADDRESS   

CITY                                        STATE                      ZIP 

CONTACT NAME AND NUMBER 

BIRTHDATE                      AGE  CIRCLE :             
MALE  OR   
FEMALE 

SCHOOL GRADE 

PERSON FINANCIALLY RESPONSIBLE FOR CHILD 
 

DATE LAST NAME                   FIRST NAME                 M.I.                                                                                                                       

PREFERS TO BE CALLED BY 

ADDRESS 

CITY                                            STATE                        ZIP 

HOME PHONE WORK PHONE CELL PHONE 

CIRCLE: 
MALE   FEMALE  

CIRCLE:   
         SINGLE       MARRIED                
SEPARATED     DIVORCED        WIDOWED 
 

AGE BIRTHDATE SOCIAL SECURTY # 

EMAIL ADDRESS 

WHOM MAY WE THANK FOR INVITING YOU TO OUR PRACTICE? 

PERSON TO CONTACT FOR EMERGENCY 
 

PHONE NUMBER 

INSURANCE COMPANY GROUP NUMBER 

EMPLOYER NAME                  

INSURED’S NAME RELATIONSHIP TO PATIENT 

INSURED’S DATE OF BIRTH INSURED’S SS # OR MEMBER ID# 

  





 

Broken Appointments 

_____Your appointment is reserved specifically for you! Our office requires a reschedule or cancellation notice of 48 
business hours (ex. Monday appointments must be cancelled by Thursday, Tuesday appointments must be cancelled by 
Friday, etc.). If an appropriate 48-business hour notice is NOT given, or you NO SHOW for your appointment, a 
minimum $50 fee per scheduled hour will be charged to your account (ex. $50 for a 30-60 min. appointment, $100 for 
120 min. appointment, etc.). 

Insurance and Financial Payments 

_____As a courtesy to you, we are happy to file claims on your behalf. Please understand that our relationship is with 
you and not with your dental insurance carrier. Your insurance coverage depends on the quality of the plan purchased 
by your employer. All insurance plans are different. Insurance companies do not give us exact reimbursement amounts 
only estimated amounts.  

_____Any balances that are unpaid by your dental insurance carrier within 90 (ninety) days of your appointment will be 
solely your financial responsibility. Please feel free to contact your insurance carrier directly to discuss your claim 
payment status. Payments for all dental and/or hygiene services, including your estimated insurance co-pays, are to be 
collected at the time of service unless other arrangements with us have been made.  

Electronic Communication 

_____Now that you are our valued patient, you have been automatically enrolled in our state of the art appointment 
confirmation and communication system.  This system ensures that you receive texts and e-mails regarding important 
information from our office without interrupting your busy day. If you prefer a telephone call from us instead of being 
automatically enrolled in our electronic communication system, please indicate below: 

� I accept being automatically enrolled in the electronic communication system. 
� I decline being automatically enrolled in the electronic communication system.  

HIPAA Notice of Privacy 

� I acknowledge that, if requested, I will received a copy of the HIPAA Notice of Privacy from Indigo Dental. You 
may discuss my dental treatment with the following person(s): 

 

 
� Please do not discuss my treatment with anyone.  

I have read, accept and understand the above Indigo Dental office policies. I further authorize Indigo Dental to release 
any information concerning my dental treatment to my insurance carrier(s).  

 

Print Name: ___________________________________________________________________________________ 

Patient Signature: ____________________________________________Date: _____________________________ 

Witness Signature: ___________________________________________ Date: _____________________________ 
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