
First Name: ______________________Middle Initial: ____  Last Name: ___________________ 
SSN#:_______-_______-____________ 	Birthdate: _____/_______/________
CONTACT DETAILS
Home#:___________________ Cell#:___________________ Work#:______________________
E-Mail Address: _________________________________________________________________ 
Preferred Contact Method (Circle One): HOME / CELL / WORK / E-MAIL / MAIL / TEXT MSG
Home Address: _________________________________________________________________ 
City: ____________________________________________ State: ______ Zip: ______________
OTHER INFORMATION
Emergency Contact: ___________________________________ Phone#: __________________
PRIMARY INSURANCE INFORMATION
Subscriber’s Name: ______________________________________________________________
Date of Birth: ____________________________ SSN:_________________________________________
Employer: ____________________________________________________________________________
Dental Insurance: ______________________________________________________________________
Group#:_________________________________ Subscriber ID#:________________________________ 
SECONDARY INSURANCE INFORMATION
Subscriber’s Name: _____________________________________________________________
Date of Birth: _____________________________ SSN:________________________________________
Employer: ____________________________________________________________________________
Dental Insurance: ______________________________________________________________________
Group#:_________________________________ Subscriber ID#:________________________________ 



MEDICAL HISTORY
Physician’s Name:_______________________________________ Phone:__________________
Have you had a serious illness or been hospitalized in the past 5 years?             Yes           No
______________________________________________________________________________
List Any Medications: ____________________________________________________________
[bookmark: _GoBack]______________________________________________________________________________
List any Drug Allergies: ___________________________________________________________

DO YOU HAVE OR HAVE YOU BEEN DIAGNOSED WITH THE FOLLOWING?
[image: C:\Users\DDS1\Desktop\logo only (3) periwinkle.png]2021 OFFICE REGISTRATION FORM[image: C:\Users\DDS1\Desktop\logo only (3) periwinkle.png] Today’s date: ____________

John Wasniewski III, DMD PA
262 FOX HUNT DRIVE
BEAR, DE 19701
(302) 832-1371


Latex Sensitivity		YES	NO
High Blood Pressure		YES	NO
Abnormal Bleeding		YES 	NO
Thyroid Problems		YES	NO
Kidney Problems		YES	NO
Pacemaker			YES	NO
Heart Trouble			YES	NO
Artificial Heart Valve		YES	NO
Knee Replacement		YES	NO
Hip Replacement		YES	NO
Liver Problems		YES	NO
Immune Problems		YES	NO

Diabetes		YES	NO
Stroke			YES	NO	
HIV			YES	NO
AIDS			YES	NO
Hepatitis		YES	NO
Epilepsy		YES	NO
Cancer			YES	NO
Asthma		YES	NO
Smoker		YES	NO
Drug Use		YES	NO
Pregnant		YES	NO
Nursing		YES	NO
List any Additional Pertinent Health Problems: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
How Did You Hear About Our Office?: ______________________________________________________
Signature: ___________________________________________     Date: ___________________
Insurance Assignment
Financial Responsibility Statement
Acknowledgment of Receipt of Notice of Privacy Practice


A. I authorize the release of dental information to my insurance companies for payment to be made.  I assign JOHN WASNIEWSKI III, DMD PA payment of benefits to cover dental expenses.

B. I understand that my insurer may not pay for all services provided by JOHN WASNIEWSKI III, DMD PA I understand this office only participates with selected insurance companies.  Insurance claims will be submitted to my insurance company, however, benefits my insurance plan pays is not guaranteed.  An estimate of expenses not covered by my insurance company will be expected at the time of service.

C. I understand that I am financially responsible for any balance or charges not covered by my insurance company.  I also understand that if my account balance is overdue 60 days, my account will be sent to a collections agency and I will be responsible for all collection fees incurred, which will be at least 35% of the principle balance.

D. I understand that failure to give 24 hour notice of an appointment cancellation will result in $50.00 broken appointment charge.  I also understand that if there is a returned check, a fee of $50.00 will be applied to my account.

E. I acknowledge receipt of NOTICE OF PRIVACY PRACTICE.



Signature ________________________________________ Date _____________
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