
PATIENT INFORMATION
NAME ( Last)                                                                               FIRST                                                       M.I.                       NICKNAME                                                 TITLE                  DATE OF BIRTH

ADDRESS                                                                   APT            CITY                                                 STATE         ZIP CODE                HOME PHONE                         WORK PHONE                       WORK EXT.

SOCIAL SECURITY NO.                                    SEX                        MARITAL STATUS                                     STUDENT?               SCHOOL
q SINGLE     q WIDOWED
q MARRIED  q DIVORCED

EMPLOYER                                                                                                                                                         EMPLOYER ADDRESS

INSURANCE INFORMATION
PRIMARY MEDICAL INSURANCE                                                              GROUP ID                                  

SUBSCRIBER NAME (Last, First, M.I.)                                                             

ADDRESS OF SUBSCRIBER                                                                   

CITY 					     STATE 	          ZIP CODE                          

HOME PHONE                                     WORK PHONE                         DATE OF BIRTH                                                       

SOCIAL SECURITY #                                                    INSURANCE I.D. NO.                                          

EMPLOYER OF SUBSCRIBER               

EMPLOYER ADDRESS                                                    

PRIMARY DENTAL INSURANCE                                                                 GROUP ID                                  

SUBSCRIBER NAME (Last, First, M.I.)                                                             

ADDRESS OF SUBSCRIBER                                                                   

CITY 					     STATE 	          ZIP CODE                          

HOME PHONE                                     WORK PHONE                         DATE OF BIRTH                                                       

SOCIAL SECURITY #                                                    INSURANCE I.D. NO.                                          

EMPLOYER OF SUBSCRIBER               

EMPLOYER ADDRESS                                                    

Financial Agreement and Authorization For Treatment: I authorize treatment of the person above and agree to pay all fees and charges for such 
treatment. I agree to pay all charges for me and members of my family shown by statements, promptly upon presentment thereof, unless credit arrangements are 
agreed upon in writing. A Finance Charge of 1.5% per month (18%) annually) will be made on accounts thirty days past due. Charges shown by statements are 
agreed to be correct and reasonable unless protested in writing within thirty days of billing date.VIRGINIA LAW PERMITS PATIENT BILLING OF NON-COVERED 
SERVICES. INSURANCE COMPANIES DO NOT REGULATE FEES RELATED TO NON-COVERED MEDICAL OR DENTAL FEES. IF BILL QUESTIONS EXIST, 
PLEASE BE REMINDED YOU MUST PROVIDE WRITTEN DOCUMENTATION TO VALIDATE THE REASON FOR INQUIRY. _______

As a courtesy, this office will file most insurance claims for the patient. Anesthesia fees may or may not be a covered benefit under insurance. The patient assumes 
full responsibility for anesthesia and other non-covered fees. Should you have questions, please contact your carrier. It is the insured’s responsibility to clarify 
exact benefits. Quoted insurance benefits are an estimate only. They do not imply or guarantee payment and coverage by the insurance company. If the insurance 
company does not pay, the bill becomes my responsibility for payment. All persons signed below are responsible for bill payment.  UPON PATIENT REQUEST,
WRITTEN PREAUTHORIZATIONS ARE AVAILABLE. _______   

Insurance payments not received by this office within 90 days of service become my responsibility for payment. All proceeds of insurance are assigned to this 
office, but without them assuming responsibility for the collection thereof. (A copy of this assignment is as valid as the original.) Any portion of the bill not paid by 
insurance will become my responsibility for payment. Checks written in payment for this office that are returned will be assessed a $50.00 fee. This office does not 
participate with Southern Health Medical or United Healthcare Medical. This office does not make dentures, bridge work or replacement teeth._______

If unable to keep an appointment for surgery, I will call forty eight hours prior and cancel. Should I fail to do so and not appear for the scheduled surgery I will be 
assessed a $75.00 fee for wasted surgical supplies and personnel. _______

AGREEMENT: The above information is for the purpose of obtaining credit and is warranted to be true. I authorize the creditor or his agent to make a credit 
investigation, including employment verification. If this contract is referred to an attorney or collection agency for collection, I agree to pay all attorney and 
collection fees, not to exceed one-third of the unpaid balance and to pay all court costs incurred and/or collection costs including but not limited to credit reporting 
costs. _______

SIGNATURE OF THE PATIENT (OR PARENT)                                         		   SS#                                                    DATE            

SIGNATURE			                                                                               SS#			       DATE            

/              /

/              /

X

X

Patient Registration
Fredericksburg Regional
Oral Surgery Center INC
210 Executive Center Parkway 
Fredericksburg, VA 22401
(540) 374-1010

Cellular Number ______________________________
Emergency Contact # __________________________
Driver Contact # ______________________________
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