Advanced Aesthetic & Cosmetic 3216 Business Park Drive

Dentistry of Stevens Point Stevens Point, Wi 54487
(715)341-7171

. . . I fax (715)341-5160
“Creating healthy, beautiful smiles....for a lifetime.” ax (715)

Welcometo Dr. Magyerasoffice. Wesincerely appreciateyou choosing our officefor your dental and oral health care
needs. Please be assured that we will work hard to continually earn the trust that you have placed in us. In order
for usto serveyou better, please take several minutesto complete thisinformation form asthoroughly as possible.

Please tell us about yourself Today's Date:
Patient’s Name: Home Phone:
Address: Date of Birth: Sex: M F
City: State: Zip: Social Security #:
e-Mail Address: Do you have Dental Insurance? Yes No

Who may we thank for referring you to us for care?

If the Patient isa minor, please tell usabout you, the parent or guardian:

Your Name: Relationship to Patient:
Your Address: Y our Home Phone #:
City: State: Zip: Your Social Security #:

Employer Information

Employer Name: Business Phone:
Employer Address: Your position:
City: State; Zip: How long with company:

Spouse Information

Spouse’ s name: Spouse’s Soc.Sec.. #:
Address: Spouse’s Date of Birth:
Spouse's Employer: Business Phone:

City: State; Zip: How long with company:

Insurance Information

Name of Insurance Co: Plan Name or Number:
Name of Insured Person: Group No./ Effective Date:
Social Security # of Insured: Insured Date of Birth:

AUTHORIZATION for TREATMENT: Thisisto certify that I, the undersigned Patient or Guardian, consent to all dental procedures agreed to between myself and Stevens Point
Dental Group, including theuseof local, inhalational, sedative or general anesthesiaasindicated, and | will assume completeresponsibility for all feesassociated with those procedures. | agreethat all feesare
dueand payable, infull, at thetime servicesarerendered. StevensPoint Dental Group, at itsdiscretion, may elect to assess mefinance charges, not to exceed 1.5% per month, on any balancesthat are over 60
dayspast due.

Patient's(Guardian's) Signature Date





