
JOHNSON ORAL SURGERY
PATIENT REGISTRATION

NAME____________________________________ DATE OF BIRTH_________________ SS#________________________

ADDRESS__________________________________________CITY_____________________STATE_______ZIP_________

HM PHONE_________________________ WK PHONE________________________CELL___________________________

EMPLOYER_________________________________ EMAIL ADDRESS__________________________________________

IF UNDER 18 - PARENT OR RESPONSIBLE PARTY ________________________________________________________
_________________________________________________________________________________

DENTAL INSURANCE:_______________________________________ 

POLICY HOLDER_______________________________        SELF         PARENT      SPOUSE

DATE OF BIRTH______________SS#_______________________EMPLOYER___________________________

MEDICAL INSURANCE: ______________________________________

POLICY HOLDER____________________         SELF         PARENT        SPOUSE

DATE OF BIRTH______________SS#_______________________EMPLOYER___________________________

SECONDARY INSURANCE, IF ANY____________________________________   MEDICARE RECIPIENT    YES    NO
______________________________________________________________________________________________

REFERRED BY___________________________________DENTIST______________________________________

PRIMARY PHYSICIAN_____________________ORTHODONTIST______________________

HOW DID YOU CHOOSE OUR OFFICE-   REFERRAL   LOCATION    INSURANCE    RELATIVE/FRIEND   INTERNET
________________________________________________________________________________________________________

CONTRACT TO PAY FOR MEDICAL SERVICES
 In consideration of professional services provided to the above patient, I/we agree to pay your reasonable and customary rates for these 
services in full,  at the time of service, unless other arrangements have been made in advance.  I/we authorize Dr. Matthew Johnson to receive 
assignment of insurance payments.  If the customary charges are more than the benefits allowed under the responsible party’s insurance 
plan, I/we agree to pay the difference.  I understand that a finance charge of 11% will be added to my outstanding balance after 60 days.
AUTHORIZATION TO RELEASE INFORMATION
 Dr. Matthew Johnson is hereby authorized to release any medical or incidental information that may be necessary either for medical care 
or for processing requests of financial benefits.
LEGAL RESPONSIBLE PARTY
 If the patient is a minor or under custodial care, the below responsible party represents that they are legally authorized to obtain medical 
services for the patient.
ACKNOWLEDGEMENT OF RECEIPT OF “NOTICE OF PRIVACY PRACTICES”
 Our notice of privacy practices provides information about how we may use and disclose protected health information about you.  It also 
provides information about your rights as a patient of our practice and whom you may contact at our office to ask questions about our privacy 
practices.  By signing this form, you agree that you have been given and have had the opportunity to read our Notice of Privacy Practices.

_______________________________________________________              _____________________________________
          Patient Signature                    Date

_______________________________________________________             ______________________________________
             Responsible Party Signature      Date




