WELCOME TO OUR DENTAL OFFICE
Date___________

Your co-operation in completing this questionnaire is essential to providing you with the highest standard of dental care. All information is strictly confidential and will remain with this office. Our administrative staff is available to assist you with the completion of this form. PLEASE PRINT.

REGISTRATION INFORMATION

Name:_____________________________________________________Dr. □   Mr. □   Mrs. □   Ms. □   Miss. □


(last)



(first)

Address:___________________________________________________________________________________

(street)


(apt.#)

(city)

(province)
             (postal code)

Home Phone:  (      )_____________________
Bus. Phone:   (      )_______________ ______  Ext.______
Cell Phone:   (      )_________________
Email:__________________________________________________
Date of Birth:   D_____M_____Y_____
Age:_____    Sex:_____  

Marital Status:_________________  
Name of Spouse:_________________________________________
Are other family member’s patients at our office?   Yes□   Names:___________________________________
How did you hear about our office?  Friend/Relative □
 Name:
__________________________________
Yellowpages □
Advertising □
Internet □
Other □__________________________________________
FINANCIAL INFORMATION

Please complete all information if different than above.
Person responsible for account:
Self: □
Spouse: □    Other: □____________

Name:_______________________________________________
Phone:  (      )________________________


(last)



(first)

Address:_____________________________________________________________________________________

(street)


(apt#)

(city)

(province)

(postal code)
Employed by:________________________________________Phone:  (     )______________________________
Driver’s Lic. No:_______________________________S.I.N____________________________________

Do you have dental insurance?
Yes □(please provide information to administrative staff)
No □


Does your spouse have dental insurance?   Yes □(please provide information to administrative staff)      No □

□ I authorize Dr. Nenad Vrbancic to electronically submit my dental insurance on my behalf.

METHOD OF PAYMENT

For office use only
CASH □
DEBIT □
CREDIT CARD □
OTHER □

