DENTAL Raymond Wong, D.D.S., M.S.D.

REGISTRATION 6920 Parkdale Place, Suite 217

AND HISTORY Indianapolis, TN 46254
(PLEASE PRINT) 317-328-6708

Date _ Homa Phona | 1] _ Cell Phona ( | Sl
E Mame SS/HIC/Patient 1D #
Last hame First hlzumse Miodis Initzsl

Address i : . E-mail _ i

City__ : S : State Zp___

Sax[IM [CIF Age Birthdata 1 Marriad ] Widowed i1 single L] Minor

[l Separated || Divorced i1 Partnared for yE&MS

Patiant Emplover’School PR ____ Occupation i s

I Employer/School Address EmployerSchool Phone ( }

Whom may we thank for refering you?

in case of emergancy who should be notified ? - Phone { } ol FAR:
PRIMARY INSURANCE

Perzon Responsible for Account

Lasat Name g A Firs! Narmia = T Middio [nital

Helation to Patient e Birthdate Soc. Sac. £

Address (If different from patient's) i [ Phona [ ) e

Lty o i . State Zip

Person Responsible Employedby Occupation
I Buziness Address 4 z: Buzinezs Phone | )
| Insurance Company : G i
? Contract # : Group # Subseriber #

ADDITIONAL INSURANCE

Is patient covered by additional insurance? [ |Yes [ |No

Subscriber Mamea Birthclane - Relationio Patent o o o b
Address (Il different from patiant's) : Phone ( ]
City : : _ State Zip
Subscnber Employed by L o Business Phone ( I
b dhaiiiands Company MR e Soc.Sec ¥ o wie

Contract® _____ STy § e R T Subscriber #

Names of other dependeants covered under this plan

ASSIGNMENT AND RELEASE

| cartify that I, and/or my dependant{s], have insurance coverage with and assign direchy 1o

g "~ Mame of Insurance Company{los)
Dr Rﬂ}"m@“d W OT i s i all insurance benefits, if any, otherwise payable to me for services rendered, | understand
that | am financlally responsibie for &ll charges whether ar not pald by Insurance. | authorize the use of my signature on all insurance submissions,
The above-named doctor may use my health care information and may disclose such information to the above-namad Insurance Company{ies) and
thair agents for the purpose of obiaining payment for services and determining insurance benefits or ihe benefils payable for related sarvices. This
consent will end when my current treatment plan |s complated or one year [rom the date signed below,

] Skpnature of Panient, Parent, Guardian or Personal Hegeesentative ? Date
|; _MWF'Mleasﬂ__g_Eiﬁ'l_'narnu ol Pakoni, Parent, Guardian or Personal ﬂeggfgn!&'livh B Relationship I F'_=1L
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