COASTAL ORAL AND MAXILLOFACIAL SURGERY

Patient name (Mr. Mrs. Ms. Miss. Dr.)_______________________________________Social Security #______________
Are you___Married  ____Single ____ Divorced  _____Separated  ____Widowed        Date of Birth_____________________
Street Address____________________________________City________________________State____Zip________
Cell Phone#________________________Home Phone #_________________________   Age___________  
In case of emergency please notify_________________________________Phone #_______________________________
Primary Care Physican’s name____________________________ Physician’s phone #__________________________________
Are you a full time student?  Yes/No      Name of School_____________________________________________________
Employed By_______________________________Position______________________Work Phone#_____________
Who will be responsible for paying your bill? ______Self_____Parent______Spouse______Other_____________________
How will you take care of your fees today? ___Cash ___Check ___MasterCard/Visa/Amex        Email__________________________
                 PRIMARY DENTAL INSURANCE                                                     PRIMARY MEDICAL INSURANCE
Insurance Company_____________________________                Insurance Company__________________________________
Insurance Claim Address_________________________                 Insurance Claim Address_______________________________            
City_____________State_______Zip_______________             City________________State_________Zip_______________                                                                                                                              
Group #___________________ID#_________________          Group#___________________ID#______________________
Subscriber______________________________________         Subscriber__________________________________________
DOB of cardholder______________SS#_______________           DOB of cardholder________________SS#__________________
Employer______________Position__________________          Employer_________________Position____________________
Relationship to Patient____________________________           Relationship to Patient__________________________________
                  SECONDARY DENTAL INSURANCE                                    SECONDARY MEDICAL INSURANCE
Insurance Company_____________________________                Insurance Company__________________________________
Insurance Claim Address_________________________                 Insurance Claim Address_______________________________            
City_____________State_______Zip_______________             City________________State_________Zip_______________                                                                                                                              
Group #___________________ID#_________________          Group#___________________ID#______________________
Subscriber______________________________________         Subscriber__________________________________________
DOB of cardholder______________SS#_______________           DOB of cardholder________________SS#__________________
Employer______________Position__________________          Employer_________________Position____________________
Relationship to Patient____________________________           Relationship to Patient__________________________________
Authorization to release information and pay benefits to Oral and Maxillofacial Surgeon; I hereby authorize the undersigned office to release any information in the course of my examination or treatment. I also authorize payment directly to the oral surgeon of the surgical and /or dental and medical benefits, if any, otherwise payable to me for her service as described above.  I understand that I am financially responsible for charges not covered by this authorization.

Signed:_____________________________________________________________  Date____________________________
