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Welcome to Eggen Dental
New patient information Registration
Date:__________________________
Patient’s name: _____________________________________________________________________________
Guardians name: ___________________________________________________________________________
(The Guardian is recognized as the Financial Responsible Party for this account)
Phone Number: ____________________________ Work: __________________________________________
Address: ___________________________________________________________________________________
City: ____________________________________ State: ________________ Zip: ________________________
Date of Birth: ____________________________ Age: _________________
Social Security Number: _________________________________________  (Please note: Most insurance companies do verify your policy with your social security number.)
Marital Status (Please Circle One):      Single     Married     Divorced     Child     Widowed
Veteran:    Y 	N
Email Address: ______________________________________________________________________________
Insurance Information: 
Patient/Guardian understands and agrees that our office is currently in the process of credentialing with Insurance Companies, and at this time we may not be in Network with your insurance company. We will send Claims out of network to your insurance company as a courtesy. The insurance company may or may not pay any benefits on your claim. 

Insured Name (Subscriber/Policy holder): _____________________________________________________
Date of Birth: _____________________________ Subscriber’s Number: _____________________________
Social Security Number of Subscriber: ________________________________________________________
Address: ___________________________________________________________________________________
City: ____________________ State: __________________________ Zip: ______________________________
Phone Number: _____________________________________________________________________________
Insurance Company Name: __________________________________________________________________
Address: _______________________________ City: _________________ State: __________ Zip: _________
Phone Number: _________________________
Name of Spouse/Partner: ____________________________________________________________________
Phone Number: _____________________________________________________________________________
Address (If different from patient): ____________________________________________________________
City: ___________________________ State: ________________________ Zip: ________________________

Emergency Contact Information: 
Name: _____________________________________________________________________________________
Phone Number: ____________________________________________________________________________
Relationship to Patient/ Guardian: ___________________________________________________________

Work information: 
Name of Employer: _________________________________________________________________________
Phone Number: ____________________________________________________________________________
Can we Contact you at your place of employment:     Y       N
We confirm our appointment the prior to your scheduled appointment. How would you like your appointment to be confirmed. (Please circle one) 	Phone call	Text Message	     Email

Consent for Treatment:  
Patient/Guardian hereby authorize Eggen Dental LLC to preform Dental Treatment including all aspects of Diagnosis, X-ray’s, Preventative, Periodontics, Restorations, Crown and Bridge, Endodontics, Oral Surgery, Implants, Denture and Partials. I Understand and agree to allow the release of my Health/Dental information for emergency purposes, Insurance request and Specialty referrals. I understand and agree that I am ultimately responsible for the balance of this account. I understand and agree if the account is turned over for collections there will be a 50% of balance added to my existing account balance. 
Patient/Guardian understands and agrees that a $25.00 charge will be applied for missed appointments without 24 hour Cancellation notice. 
Patient/Guardian Signature: __________________________________________________________________
Date: ______________________
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