[bookmark: _GoBack]Patient Information:
Name: __________________________________________ Preferred Name: _______________________
DOB: ______________ Emergency Contact Name/phone #: ____________________________________
How did you hear about Gorge Dental? _____________________________________________________ Previous Dentist Name & Phone: __________________________________________________________
Financially Responsible Party: 
Name: _____________________________________________ Relationship: _______________________  
Mailing Address: ____________________________________ City/State/Zip: ______________________
Street Address: _____________________________________ City/State/Zip: ______________________
Phone (H): ____________________ (C): ____________________ SS #: ________ - ________ - ________  
Email: __________________________________________________ DOB: ________________________
Employer Name & Phone: _______________________________________________________________
Dental Insurance: 
Policy Holders Name: __________________________________ Relationship to Patient: _____________
Policy Holders SS #: ________ - ________ - ________ Policy Holders DOB: ______________ 
Phone (H): ______________________ (C): ______________________   
Mailing Address: ____________________________________ City/State/Zip: ______________________
Employer Name & Phone: _______________________________________________________________
Insurance Co Name: ____________________________________________________________________
Insurance Address: __________________________________ City/State/Zip: ______________________
Member ID #: _____________________________ Group #: _________________________ 
Secondary dental insurance?   ___Y   __N
Health Insurance Portability and Accountability Act of 1996 (HIPAA) Consent revised 2013    
I have been informed of and given the right to review/received a secure copy of Gorge Dental Privacy Practices, which contains a more complete description of the uses and disclosures of my protected health information and my rights under HIPAA.  I understand Gorge Dental reserves the right to change the terms of this notice and I may contact Gorge Dental at any time to obtain the most current copy of this notice.  
____________________________________________________
Patient / Guardian signature	 		                   Date 

Names of those whom we may disclose your health information.  This information can be changed with your permission at any time.

Name: _________________________________ relationship: _____________ phone: _______________
Name: _________________________________ relationship: _____________ phone: _______________
Name: _________________________________ relationship: _____________ phone: _______________
