WELCOME TO SKINNER DENTISTRY

Who may we thank for referring you?

Patient Information:

Name:

First Middle Last
Preferred Name (If different than First name listed above):

Address: Birthdate:

City, State, Zip: SSN#:

Home Phone: Work Phone: Sex: ___ Male __ Female
Cell Phone: Marital Status: ___ Married ___ Single
E-mail: Employer:

Primary Insurance Information: Self Spouse Parent  Other

(Please present insurance card)
If diff. than Patient: Name of Insured:

Birthdate: SSN# Employer:

Home Address: ;

Home Phone: Work Phone: Cell Phone:

Secondary Insurance Information: Self Spouse Parent  Other

(Please present insurance card)
If diff. than Patient: Name of Insured:

Birthdate: SSN# Employer:

Home Address:

Home Phone: Work Phone: Cell Phone:

If Patient Has No Insurance:
I will pay with: Cash Check Mastercard Visa Other

Complete ONLY if Patient is a Minor: Relationship to Patient:
Responsible Party for Consent/Payment: —_— Paren;

Guardian

Name: Other:

Address:
City, State, Zip: Birthdate:

Home Phone: Sex: __ Male __ Female
Cell Phone: Marital Status: ___ Married ____ Single
Work Phone: E-mail:

Employer: SSN#:

Consent:

I hereby grant authority to Dr. Robert Skinner and his staff to administer any treatment, anesthetics, and procedures deemed
necessary in the diagnosis and treatment of my dental health.

1 understand that I am responsible for all costs of dental treatment, regardless of my insurance status. (Applies to Responsible
Party if patient is a minor).

Signature of Patient (Responsible Party if Patient is a minor) Date







