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PATIENT REGISTRATION

DATE 7/21/2022

First Name:

ID:

Patient Is: Policy Holder Responsible Party

Last Name: Middle Initial:

Preferred Name:

Chart ID:

Responsible Party ( if someone other than the patient )

First Name: Last Name: Middle Initial:

Address: Address 2:

City, State, Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Birth Date: Soc Sec: Drivers Lic:

Responsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder

Patient Information

Address: Address 2:

City: State / Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Sex: Male Female Marital Status: Married Single Divorced Separated Widowed

Birth Date: Age: Soc Sec: Drivers Lic:

E-mail: I would like to receive correspondences via e-mail.

Section 2 Section 3

Employment
Status:

Full Time Part Time Retired

Student Status: Full Time Part Time

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg:

Primary Insurance Information

Name of Insured: Relationship to Insured: Self Spouse Child Other

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits: Rem. Deduct:

Ins. Company:

Address:

Address 2:

City, State, Zip:

Insured Birth Date:

Employer:

Other

Insured Soc. Sec:

Address:

Rem. Benefits: Rem. Deduct:

Address 2:

City, State, Zip:

Secondary Insurance Information

Name of Insured: Spouse ChildRelationship to Insured: Self

Ins. Company:

Address:

Address 2:

City, State, Zip:





HIPPA PATIENT CONSENT FORM 

I understand that I have certain rights regarding my protected health information. These rights are given to me 

under the Health Insurance Portability and Accountability Act of 1996 (HIPPA). I understand that by signing this 

consent I authorize the office of Dr. Pereira, DMD to use and disclose my protected health information to carry out 

the following: 

• Treatment (conduct, plan and direct my treatment and follow-up among multiple healthcare provider 

who may be involved in treatment directly or indirectly) 

• Obtain payment from third-party payers 

• Conduct normal healthcare operations 

I have been informed of and given the right to review and secure a copy of The Notice of Privacy Practices, which 

contains a more complete description of the uses and disclosures of my protected health information and my 

rights under HIPPA. I understand that this office deserves the right to change the terms of this notice from time to 

time and I may contact this office at any time to obtain the most current copy of this notice. I understand that I 

have the right to request restrictions on how my protected health information is used and disclosed to carry out 

treatment, payment, and healthcare operations, but this office is not required to agree to these restrictions. I 

understand that I may revoke this consent at any time, however this office may condition/restrict treatment. I 

understand no insurance can be billed on my (patient’s) behalf without this signed HIPPA consent form. 

Print Name: _____________________________________________________ 

Signature: ______________________________________________________ 

Relationship to Patient: ____________________________________________  

Signed Date: _________________________ 

 

Information SHARING: Please list any individuals we can share your personal information with other than 

healthcare providers. 

Name: _____________________ Relationship: _____________________ Phone Number: ____________________ 

Name: _____________________ Relationship: _____________________ Phone Number: ____________________ 

Name: _____________________ Relationship: _____________________ Phone Number: ____________________ 

 



 
 
 

PHOTO CONSENT FORM 
 

I, _____________________________ grant permission to _____________________________ 
for the use of the photograph(s) or electronic media images as identified below in any 
presentation of any and all kind whatsoever. I understand that I may revoke this 
authorization at any time by notifying _____________________________ in writing. The 
revocation will not affect any actions taken before the receipt of this written 
notification. Images will be stored in a secure location and only authorized staff will 
have access to them. They will be kept as long as they are relevant and after that time 
destroyed or archived. 
 
 
Name  _____________________________________________________________________ 
 
Address _____________________________________________________________________ 
 
City  ________________________ State ________________ Zip _________ 
 
Phone  _____________________________  Email ___________________________ 
 
 
Signature _________________________________________ Date _____________________ 
 
 
Image(s) Description _________________________________________________________ 
 
_________________________________________________________________________________ 
 
 
 
 
 


