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JAMES K. HOMRIGHAUSEN, D.M.D.
PATIENT REGISTRATION FORM

Patient Name: Social Security Number:

Date of Birth: Sex: M/ F Marital Status: Referred by:
Address:

Home Phone: Cell Phone: Primary Care Physician:

Employer Name: Employer Phone Number:
Employer Address: :

Person responsible for bill or parent (Complete only if different from patient)

Guarantor Name: : Social Security Number: Date of Birth:
Relationship to Patient: (please check) :( ) spouse, ( ) parent ( ) other Phone Number:

Address:

Employer Name: Employer Phone Number:

Employer Address:

Emergency Contact

Name: Address:

Home Phone: Work Phone: : Relationship:

FIRST INSURANCE INFORMATION

Plan Name: I.D. Number:

Address: . Group Number:

Policy Holder Name: Policy Holder’s ID or Social Security Number:
Policy Holder Date of Birth: | Policy Holder’s Relationship to Patient:

SECOND INSURANCE INFORMATION

Plan Name: [.D. Number:

Address: Group Number:

Policy Holder Name: Policy Holder’s ID or Social Security Number:
Policy Holder Date of Birth: Policy Holder’s Relationship to Patient:

THIRD INSURANCE INFORMATION

Plan Name: I.D. Number:

Address: Group Number:

Policy Holder Name: Policy Holder’s ID or Social Security Number:
Policy Holder Date of Birth: Policy Holder’s Relationship to Patient:
Acknowledgement of Receipt of Notice of Privacy Practices (You May Refuse to sign this Acknowledgement)
I , have received a copy of this office’s Notice of Privacy Practices.
Signature: Date:

Consent for Use and Disclosure of Health Information
Purpose of Consent: By signing this form, you will consent to our office use and disclosure of your protected health
information to carry out treatment, payment, and healthcare operations.

Signature: Date:

Financial Agreement

Patients with insurance are required to pay full coinsurance of total bill at time of service.

All insurance quotes are estimates and are not a guarantee.

If treatment is rendered without insurance, payment is required in full.

Payment arrangements can be made prior to treatment.

If issued an insurance check for services rendered by Dr. Homrighausen, you are required to forfeit that check to Dr.
Homrighausen.

Signature:

R CENES

I have hereby given Dr. Homrighausen consent to administer such anesthesia and medication, and to perform such
surgical procedures, which are deemed necessary. I also consent to the release of information for insurance purposes
and authorize the responsible third party to pay directly to Dr. Homrighausen insurance benefits due me for services
rendered. I also understand that I am responsible for any unpaid balance due to Dr. Homrighausen.

Signature of Patient or Guardian: Date:
Witness: Date:

ALL ACCOUNTS ARE IN FULL UNLESS PRIOR ARRANGEMENT HAS BEEN MADE







