
James G. Avery, DDS     Dan T. Meadows, DDS     Nishel Patel, DDS 
 
 

 

Date: _______________________ REGISTRATION 

Patient’s Name: _________________________________________________  How do you prefer to be addressed? ____________________________ 

Sex:   Male    Female       Age: __________    Birth Date: ______________________________    SSN: ___________________________________________        

     Single      Married      Divorced      Widowed            E-mail Address: ______________________________________________________________       

Mailing Address: __________________________________________________  City: _________________________  State: _________  Zip: ______________ 

Home Ph: __________________________________  Cell Ph: __________________________________  Work Ph: : ___________________________________   

Occupation: __________________________________________________   Employer: _____________________________________________________________ 

Responsible Party on Account (if different from above): ___________________________________________________________________________ 

Relationship to Patient: ______________________________  Phone: _________________________________    Home   Cell   Work   (circle one) 

Responsible Party Address: _____________________________________________  City: _____________________  State: ________  Zip: ____________ 

Emergency Contact: ______________________________________ Relationship: ___________________________  Ph: _____________________________     

Whom may we thank for referring you to our office? _______________________________________________________________________________ 

Would you like whiter teeth?     Y      N      Would you like to find out about cosmetic options for your smile?     Y      N 

Purpose of Today’s Visit? ______________________________________________________________________________________________________________ 

How would you like to receive correspondence from our office? (circle all that apply) 

  TEXT MESSAGE           E-MAIL  PHONE CALL 

DENTAL INSURANCE 

PRIMARY – Policy Holder’s Name: ____________________________________________  Employer: _________________________________________ 

Birth Date: ______________________  SSN: __________________________________  Relationship to Patient: ___________________________________ 

Ins. Provider: ___________________________________  Member/Subscriber ID: ______________________________ Group #: __________________ 

SECONDARY – Policy Holder’s Name: ___________________________________________  Employer: _______________________________________ 

Birth Date: ______________________  SSN: __________________________________  Relationship to Patient: ___________________________________ 

Ins. Provider: ___________________________________  Member/Subscriber ID: ______________________________ Group #: __________________ 

REGARDING YOUR DENTAL INSURANCE 

AVERY, MEADOWS & PATEL, D.D.S. WILL: 

- Seek to understand the insurance benefits for each patient. 

- File dental insurance claims in a timely manner. 

THE PATIENT WILL: 

- Keep us informed of any changes in dental coverage or benefits. 

- Bear ultimate responsibility for any outstanding balance. 

                     With your assistance and cooperation, you should be able to receive all the benefits available to you  

                                                    and we will be able to concentrate on caring for your dental needs. 

 Please read the following agreement carefully and sign below: 

I certify that the above questions have been accurately answered. I agree to pay for all services rendered by Avery, 

Meadows & Patel, D.D.S. I understand that Avery, Meadows & Patel, D.D.S. will file any applicable insurance claims 

and make every effort to provide me with correct information about my insurance benefits; however, I recognize 

that I am ultimately responsible for understanding my insurance benefits and if, for any reason, my insurance 

company does not remit the estimated amount, I agree to pay the balance on my account. I understand that 

this office is HIPAA compliant and a copy of the privacy policy will be provided upon request. 

X_______________________________________________________________________________________________ 

Patient Signature (Parent/Guardian Signature if Patient is Under 18) 



 


