
NEW  PATIENT REGISTRATION

Patient Information

Additional Comments:Referred By:

Previous Dentist:

Emergency Contact:

Emergency Contact #:

Primary Insurance Information

Responsible Party (if someone other than the patient)

.

First Name:

Policy Holder
Responsible Party

Responsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder

Section 2

Full Time Part Time Retired

Section 3

Address 2:

State / Zip:

Sex: Marital Status: Married Single Divorced Separated Widowed

E-mail:

Address:

City:

Male
Other

Female

Birth Date:

Full Time Part Time

Employment Status:

Student Status:

Medicaid ID:

Employer ID: Pref. Pharmacy:

Carrier ID:

Name of Insured: Self Spouse Child Other

First Name:

Address 2:

First Name:

Address:

Home Phone:

Birth Date: Drivers Lic:Soc Sec:

Work Phone: Ext: Cellular:

City, State, Zip:

Last Name: Middle Initial:Last Name:

Insured Soc. Sec: Insured Birth Date:

Secondary Insurance Information

Name of Insured: Self Spouse Child Other

.

Employer:

Address:

Address 2:

City,State,Zip:

Ins. Company:

Address:

Address 2:

City,State,Zip:

.

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City,State,Zip:

Ins. Company:

Address:

Address 2:

City,State,Zip:

.

Soc. Sec:Age: Drivers Lic:

.

Home Phone: Work Phone:

.

Ext: Cellular:

Last Name: Middle Initial:

Patient Is:

Relationship to Insured:

Relationship to Insured:

Preferred Name:

Smile Again Dental 
25251 Paseo de Alicia Ste 200 
Phone: 949-768-4949 Fax: 949-281-3803 
www.SmileAgainDentist.com





TIMOTHY C. RANDALL, DDS, APC 

(949) 768-4949 

 

FINANCIAL POLICY 

We are willing to make firm financial arrangements with patients of good 

credit. A written treatment plan with fees will be given to you prior to 

treatment. In order that we may avoid misunderstandings, we want patients 

to know: 

1. Payment will be expected at the time of services are rendered unless 

prior arrangements are made with the financial Secretary. 

 

2. All dental services are charged directly to the patients’ account and 

the patient is directly responsible for charges incurred.  

 

3. Should you have dental insurance, we would be pleased to prepare 

reports and claim forms to assist you in obtaining your benefits. 

 

4. It must be understood that dental services cannot be rendered on the 

assumption that our charges will be paid by an insurance company. 

Each fee charged is the responsibility of the patient. 

 

5. The investment necessary to complete your dental treatment is an 

estimate based on information gained from our examination. Should 

additional problems arise as treatment progresses, this estimate may 

need to be revised. You will be informed before any unexpected 

treatment is undertaken. 

 

6. We reserve the right to charge for appointments cancelled or broken 

with less than 48-hour advance notice, at a minimum of $75.00/hour.  

 

 

I,                                                                             , HAVE READ AND UNDERSTOOD THIS 

DISCLOSURE STATEMENT. 

 

PATIENT SIGNATURE                                                                              DATE                       .                                                                                                                                                   
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