
136$N.$Ridge$St.,"Suite&C!
Monroeville,&OH&44847!

(419) 465!2574
info@monroevilledental.com!

PATIENT'REGISTRATION!
Name:&_______________________"MI:"____"Last"Name:"_______________________!
DOB:!_______________________________""Sex:!___"!M"___"F"!!
Marital'Status:#_______________!SS#:$__________________!(not%required%for%minors)!
Home!#:!____________________________!Cell!#:!____________________________!
Mailing'Address:'________________________________________________________!
Patient'Employer:*_______________________________________________________"
Phone!#:______________________________________________________________!
Patient'E!mail:&_________________________________________________________"!
Referred&by:#___________________________________________________________!
Hobbies:(______________________________________________________________!

INSURANCE)INFORMATION)
Name%of%Insured:%_______________________________________________________"!
DOB:%____________________________!SS#:$________________________________"!
Relationship,to,Insured:,___"Self!___"Spouse!___"Child!___"Other:'________________!
Insurance)Company:!_____________________________________________________!
Insurance)Address:!______________________________________________________"
Phone!#:!______________________________________________________________!
Employer:*_____________________________________________________________"!
Phone!#:!______________________________________________________________!

SECONDARY*INSURANCE*INFORMATION!
Name%of%Insured:%_______________________________________________________"!
DOB:%____________________________!SS#:$________________________________"!
Relationship,to,Insured:,___"Self!___"Spouse!___"Child!___"Other:'________________!
Insurance)Company:!_____________________________________________________!
Insurance)Address:!______________________________________________________"
Phone!#:!______________________________________________________________!
Employer:*_____________________________________________________________"!
Phone!#:!______________________________________________________________!



136$N.$Ridge$St.,"Suite&C!
Monroeville,&OH&44847!

(419) 465!2574
info@monroevilledental.com!

RESPONSIBLE*PARTY!(if$patient,$no$need$to$complete)!
Name:&_______________________"MI:"____"Last"Name:"_______________________!
DOB:!________________________"!
Relationship,to,Patient:,___,Spouse!___"Parent"___"Other:'______________________!
Address:!______________________________________________________________"
Phone!#:!______________________________________________________________!
Employer:*_____________________________________!Work%#:%_________________!

SPOUSE&INFORMATION&(if&needed)!
Name:&_______________________"MI:"____"Last"Name:"_______________________!
DOB:!________________________"Phone&#:&_________________________________!
Address:!______________________________________________________________"!
Employer:*_____________________________________!Work%#:%_________________!!

PARENT!INFORMATION)(if)needed)!
Name:&_______________________"MI:"____"Last"Name:"_______________________!
DOB:!________________________"Phone&#:&_________________________________!
Address:!______________________________________________________________"!
Employer:*_____________________________________!Work%#:%_________________!!

PARENT!INFORMATION)(if)needed)!
Name:&_______________________"MI:"____"Last"Name:"_______________________!
DOB:!________________________"Phone&#:&_________________________________!
Address:!______________________________________________________________"!
Employer:*_____________________________________!Work%#:%_________________!!
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!
!

136$N.$Ridge$St.,"Suite&C!
Monroeville,&OH&44847!

(419)&465!2574!
info@monroevilledental.com!

!
!
!

ACKNOWLEDGEMENT-OF-RECEIPT-!
OF#NOTICE#OF#PRIVACY#PRACTICE!

!
!

*You$May$Refuse$to$Sign$This$Acknowledgement*!
!

I"have"received"a"copy"of"this"office’s"Notice"of"Privacy"Practices!
!

!

Monroeville)Dental)Financial%Policy!
!

FINANCIAL'POLICES:!In#our#office,!we#do#not#want#the#ability#to#pay#to#be#an#issue#for#
our$patients.$We$want$you$to$feel$comfortable$with$us,$and$that$includes$feeling$satisfied$
with%the%financial%agreements%regarding%your%dental%care.%We%accept!cash,&check,&Visa,&
MasterCard,*Discover*and*Care*Credit*at*the*time*of*service.!
!
1)! We#expect#copayment,#deductible,#and#treatment#plan#estimate#at#the#

time%of%service.!
2)! A"$50"return"check"fee"for"NSF.!
3)! We#require#48!hour%notice'for'appointment'cancellation.'A"$50"

cancellation)fee)will)be)charged)if)not)given.!
!
Patients(with(Dental(Insurance:!I"understand"that"my"dental"insurance"is"a"contract"
between&myself&and&my&insurance&carrier,&not&between&Dr.&Trask&and&the&insurance&
carrier.'I'understand'that'I'am'responsible%for%the%full%amount%of%all%dental%fees%incurred.%
I"hereby"authorize"payment"of"the"dental"benefits"be"paid"directly"to"Monroeville"Dental."
Any$payments$received$by$Dr.$Trask$from$my$insurance$carrier$will$be$credited$to$my$!
account'or'refunded'to'me'if"I"have"paid"the"dental"fees"incurred."!
!
Patient'Name'(Print):"____________________________________________________!!
Signature*of*Patient*or*Guardian:"__________________________"Date:"____________!
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