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PATIENT REGISTRATION

DATE 3/20/2018

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:

Emergency Contact #

Previous Dentist

Referred By

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:

Credit Card No.

Date of Exp.

CV#





 
Patient Responsibility & Payment 

W Dental ● 706 St. Nicholas Ave NY, NY 10031 ● Phone: 212-939-9399 ● Fax: 212-939-9366 

 

1. INDIVIDUAL’S FINANCIAL RESPONSIBILITY 

 I understand that I am financially responsible for my health insurance deductible, coinsurance or non-covered service.  

 Co-payments are due at time of service.  

 If my plan requires a referral, I must obtain it prior to my visit.  

 In the event that my health plan determines a service to be “not payable”, I will be responsible for the complete charge and agree to 
pay the costs of all services provided. 

 If I am uninsured, I agree to pay for the medical services rendered to me at time of service.  

2. INSURANCE AUTHORIZATION FOR ASSIGNMENT OF BENEFITS 

 I hereby authorize and direct payment of my medical benefits to W Dental on my behalf for any services furnished to me by the providers.  

3. AUTHORIZATION TO RELEASE RECORDS 

 I hereby authorize W Dental to release to my insurer, governmental agencies, or any other entity financially responsible for my medical care, 
all information, including diagnosis and the records of any treatment or examination rendered to me needed to substantiate payment for such 
medical services as well as information required for precertification, authorization or referral to other medical provider. 

 4. MEDICARE REQUEST FOR PAYMENT  

I request payment of authorized Medicare benefits to me or on my behalf for any services furnished me by or in W Dental. I authorize any 
holder of medical or other information about me to release to Medicare and its agents any information needed to determine these benefits or 
benefits for related services. 

   

Patient Signature  Date 
 

Payment arrangements are requested at the time of your visit. We now offer the following payment 
options: 

 Payment by cash 

 Payment by check 

 Payment by credit card 

 Automatic billing of your Visa/Mastercard/Discover or American 
Express card. Date of monthly charge: ______________ 

 

Please make your choice and return to the front desk before treatment. 

Our office is a fully approved and accredited user of the Visa and Mastercard Health Care Program which will 
enable you to use your Visa and Mastercard to automatically cover amounts not paid by your insurance. You 
may also choose a comfortable amount to be automatically billed to your Visa or Mastercard on a monthly 
basis. 
 
 

Print Name of Responsible Party 
 
 

Signature of Responsible Party 
 

 
Date 

 

 



 
 

Cancellation and No-Show Policy 

 

W Dental – CNL/NO SHOW/HIPPA 

Office hours are by appointment and we do value your time. When you make an appointment, please be sure that 

you will be able to keep it. If you have a dental emergency that needs immediate attention, we will always offer 

to see you at once. Please make a note of any dental appointments we have scheduled in a place where you will 

be easily reminded. If you cannot make an appointment as scheduled, please notify the office. There will be a 

charge of $50 for a broken appointment or cancellation with less than 24hours’ notice of your 

appointment. 

   

Patient Signature  Date 
 

Notice of Privacy Acknowledgment  

I understand that under the health insurance Portability & Accountability Act of 1996 (HIPPA). I have rights to privacy regarding 

my protected health information. I understand that this information can and will be used to: 

1. Conduct, plan, direct and follow-up among the multiple healthcare providers who may be involved in that treatment 

directly and indirectly.  

2. Obtain payment from third party payers. 

3. Conduct normal healthcare operations such as quality assessment and dental certification. 

I acknowledge that I have received my Notice of Privacy Practices Acknowledgement containing a more complete description of 
the users and disclosures of my health information. I understand that this organization has the right to change its Notice of 
Privacy Practices Acknowledgement from time to time and that I may contact the organization at any time at the address below 
to obtain a copy of the Notice of Privacy Practice.  

W Dental 
706 St. Nicholas Ave 

New York, NY 10031 

I understand that at my request in writing that you restrict how my private information is used or disclosed to carry out 

treatment or health care operations. I also understand that you are not required to agree to requested restrictions, but if you 

do not agree then you’re bound to abide by such restrictions.  

 

   

Policy Holder Name  Patient Name 
   
Relationship to Patient:  

Dependents (if any): 

  
 

  

  

  

   
Signature:   

Date:   
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