P

Dazzle ,

Dental Care

1121 Flower Mound Rd, Suite 500, Flower Mound, Texas 75028 972-355-8568 www.dazzledentalcare.com

(Please fill out this form completely and accurately. Your answers are to assist in planning your care and are strictly confidential.)

Patient First Name: Last Name: Middle Initial:
Preferred Name: [ Patient [J Policy Holder O Responsible Party
Address: city: State: Zip:

Home Phone: Work: ext Cell:

Birth Date: / / Social Security #: Driver’s License:

Marital status: [ Single 00 Married [ Divorced [ Widowed [Separate Sex: [0 Male [JFemale
Who May We Contact In Case Of Emergency? Emergency Contact #

Email: [0 I would like to receive correspondences via e-mail

Employer: Employment status: 0 Full Time [ Part Time [ Retired

Student Status: O Full Time [ Part Time Name of School: City:

LY

About Us? O Close To Home/Drive By O Yellow pages. com [0 Ad Pages Magazine

[ Internet Search [J Newspaper O Lone Star Directory O Other

Who May We Thank For Referring You?

Other Than Patient: First: Last: Middle:
Billing Address: City: State: Zip Code:
Home phone: Work Phone: : ext Cell:

Birthdate: Soc Sec #: Drivers Lic:

Primary Dental Insurance 52 3

Name of insured: : i Relationship to insured: Oself [ spouse [Ochild [ other
Insured’s SS# - - Insured’s Birth Date:

Insured’s Employer

Address: City State: Zip:

I hereby authorize assignment of my insurance rights and benefits directly to the
provider for service rendered. I fully understand I am solely responsible for any
balance not paid by my insurance company.

(Please Sign)







