PATIENT REGISTRATION
107 Charlotte Rd Suite H, Savannah, GA 31410- (O) 912-898-0090, (F) 912-898-3993 
PATIENT NAME: ________________________________________________________________________ 
Last, First MI (Preferred Name) 
GENDER: Male   Female   SSN: _______-______-_______ BIRTH DATE: _____/______/_______ 
FAMILY STATUS:  Single Married Divorced Separated Other Minor 
If minor, child lives with: Mother Father Both Other_________________________________ 
PHONE: (Home):_______________ (Work):_________________ (Cell) :_______________( Other) ______________ 
ADDRESS:_________________________________________________________________
APT#________________________________________________________________________ 
City State Zip Code 
If patient is a minor (under age 18), the responsibility party gives the individual(s) below permission/authority to accompany minor and pay for treatment and any additional treatment at time of service.
__________________________________________________________________________________________________________________________________________________________________

E-MAIL ADDRESS:_______________________________________________________________

EMERGENCY CONTACT:__________________________________________________________
PHONE: (HOME):_________________(WORK):__________________(CELL):_________________

WHOM MAY WE THANK FOR REFERRING YOU TO OUR PRACTICE? 
Phone Book,    Newspaper,    School,    Work,    Website,    Internet 
Another Patient_______________________ Another Dental Office_______________________ 
Other________________________ Doctors Office_______________________

EMPLOYER/SCHOOL INFORMATION 
Employer Name/Address:________________________________________________________________________

School Name/Address: _______________________________________________________________________________ 
Full-Time Student □ Part-Time Student □ 

ACCOUNT INFORMATION Person responsible for payment at time of service
Name: ________________________________________________________ 
Relationship to Patient: __________________________________________ 
Social Security #__________________ Birth Date: _________________ Male 􀂉Female 􀂉Married 􀂉Single 􀂉
Phone (Home):__________________ (Work) _________________ (Cell) ________________ (Other) ________________ 
Address: _____________________________________________________________________________________
Street Apt. # City State Zip 

DENTAL INSURANCE INFORMATION 
PRIMARY 
Subscriber/Policy Holder: _________________________________________ Is he/she a patient here? YES NO 
Birth Date: _____________________ SSN: ________________________ 
Employer: _____________________________
Address: ____________________________________________________________________________________
 
Patients’ relationship to Subscriber/Policy Holder: Self Spouse Child Other: 
Insurance Name_______________________ ID#____________________ Group #_________________ Address:
____________________________________________________________________________________ Phone#:___________________________________ 
As a courtesy we will file any secondary insurance as applicable, however, per our financial policy you will be responsible for payment of your portion minus primary insurance estimate, at the time of service. You will be notified of any additional payments from your secondary insurance at which time you can request a refund or have the credit applied to your account for future treatment. 
SECONDARY 
Subscriber/Policy Holder: _________________________________________ Is he/she a patient here? YES NO 
Birth Date: ________________SSN: ___________________Employer:__________________________
Address: _____________________________________________________________________________________

Patients’ relationship to Subscriber/Policy Holder: Self Spouse Child Other: 
Insurance Name_____________________ ID #________________________Group#________________
Address: 
____________________________________________________________________________________Phone#:__________________________________

ASSIGNMENT AND RELEASE 
I certify that I, and/or my dependents(s) have insurance coverage with: ________________________________ and assign directly to Natalie Wermuth DDS, all insurance benefits, if any, otherwise payable to me for services rendered. I understand that all charges are charged directly to me and that I am responsible for payment of my account regardless of insurance payment. I understand that it is my responsibility to know and understand my dental benefits and to keep your office up to date on any changes. I authorize the use of my signature on all insurance submissions. 
The above-named dentist may use my health care information and may disclose such information to the named Insurance Company and their agents for the purpose of obtaining payment for services and determining insurance benefits payable for related services. 
I understand that the information I have given today is correct to the best of my knowledge. I also understand that this information will be held in the strictest confidence and it is my responsibility to inform this office of any changes in my home/employer addresses and to my medical dental status. 

Patient Name_______________________________________ Date______________

Signature of Patient or Responsible Party____________________________________ 
