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Description automatically generated]Congo Dental Studio  			Patient Registration Form
Disclosures & Consents
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Description automatically generated]Congo Dental Studio  		Patient Registration Form
Today’s Date:____________________________
Patient Information: (Please use full legal name, no nicknames)
Last Name:_______________________________ First Name:_____________________________ MI:_________
Address:______________________________________________________________________________
City:__________________________ State:____________________ Zip:_________________________
Home Phone: (______) __________-______________ Social Security Number: _________________________________
DOB:_________________ Age:________    Sex: M  F      Marital Status:_______ Driver’s License #:______________________
Employer Name and Address: __________________________________________________________________________________________________________________________________________________________________________
Work Phone:_______________________________	       Cell Phone:________________________
Emergency Contact:________________________________ Emergency Phone:______________________________
Guarantor Information: (List the person or insured name responsible for bill- use full legal name)
Relationship of Guarantor to Patient:	Self______ 	Spouse______    Parent_______ Other_______
Last Name:__________________________________ First Name:_____________________________ MI:_______
Address:_______________________________________________________________________________________
City:________________________________ State:_______________________ Zip:_________________________
Home Phone:(______)___________-__________________ Social Security # :________________________________
DOB:_________________ 		Age:________ 			 Sex: Female_____ Male______
Employer Name and Address: ___________________________________________________________________________________________________________________________________________________________________ Work Phone:________________________    
Insurance Information: (please allow receptionist to photocopy your insurance ID cards.) 
If someone other than patient is the insured party, please include date of birth for claims. 
Plan Name:__________________________________	Insured Name:_________________________________
Insured’s Social Security #:__________________________ 	Insured’s DOB:__________________________________
Policy ID#:________________________________ Group #:_______________________ EFF Date:______________________
Claims Address & Phone:___________________________________________________________________________________
Secondary Insurance
Plan Name:____________________________________	Insured Name:_________________________
Insured’s Social Security #:______________________ 	Insured’s DOB:_________________
Policy ID#:___________________________ Group #:___________________ EFF Date:_______________
Patient Name:______________________________________________DOB:_____________________
	   	First Name 	   M.I.		Last Name 
Assignment of Insurance Benefits:
I hereby authorize direct payment of my insurance benefits to MedicalEdge Healthcare Group or the physician individually for services rendered to my dependents or me by the physician or under his/her supervision. I understand that it is my responsibility to know my insurance benefits and whether or not the services I am to receive are a covered benefit. I understand and agree that I will be responsible for any co-pay or balance due that MedicalEdge is unable to collect from my insurance carrier for whatever reason.
Medicare/Medicaid/campus insurance benefits:
I certify that information given by me in applying for payment under these programs is correct. I authorize the release of any of my or my dependents records that these programs may request. I hereby direct that payment of my or my dependent’s authorized be made directly to MedicalEdge Healthcare Group or the physician on my behalf.
Authorization to Release Non-Public Personal Information:
I certify that I have received and read a copy of the MedicalEdge Healthcare Group Patient Information Privacy Policy. I herby authorize MedicalEdge Healthcare Group or the physician individually to release any of my or my dependent’s medical or incidental non-public personal information that may be necessary for medical evaluation, treatment, consultation, or the processing of insurance benefits. 
Authorization to Mail, Call, or E-Mail:
I certify that I understand the privacy risk of the mail, phone calls, and e-mail. I hereby authorize a to MedicalEdge Healthcare Group representative or my physician to mail, call, or e-mail me with communications regarding my healthcare, including but not limited to such things as appointment reminders, referral arrangements, and laboratory results. I understand that I have the right to rescind this authorization at any time by notifying to MedicalEdge Healthcare Group to that effect in writing. 
Lab/X-Ray/Diagnostic Services:
I understand that I may receive a separate bill if my medical care includes lab, x-ray, or other diagnostic services. I further understand that I am financially responsible for an co-pay or balance due for these services if they are not reimbursed by my insurance for whatever reason.
Consent to Treatment:
I hereby consent to evaluation, testing, and treatment as directed by the MedicalEdge physician or his or her designee.

Patient Signature:_________________________________________ Date:________________
Guarantor Signature:______________________________________ Date:________________
Guarantor Name (Please Print):___________________________________________
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