Ghorshi Family Dentistry 

 Seyed Ghorshi, D.D.S.
11024 Golf Links Drive - Suite 201
 Charlotte, NC 28277
	Patient Registration

	First Name:

	Last Name:
	Middle Initial:



	Preferred Name:

	Patient Is:       MACROBUTTON CheckIt ( Policy Holder          MACROBUTTON CheckIt ( Responsible Party



	Who can we Thank for inviting you to our office?




	Responsible Party (if someone other than the patient)

	First Name:


	Last Name:
	Middle Initial:



	Address:



	City:


	State:
	Zip:

	Home Phone:


	Work Phone:
	Cellular:

	Birth Date:


	Soc. Sec:
	Drivers Lic:

	 MACROBUTTON CheckIt ( Responsible party is also a Policy Holder for the patient.


	 MACROBUTTON CheckIt ( Primary Insurance Policy Holder


	Patient Information:

	Address:



	City:


	State:
	Zip:

	Home Phone:


	Work Phone:
	Cellular:

	Sex:           MACROBUTTON CheckIt ( Male      MACROBUTTON CheckIt ( Female


	Marital Status:          MACROBUTTON CheckIt (Married          MACROBUTTON CheckIt ( Single          MACROBUTTON CheckIt ( Divorced          MACROBUTTON CheckIt ( Separated          MACROBUTTON CheckIt ( Widowed

	Birth Date:

	Age:
	Soc. Sec.
	Drivers Lic.

	E-Mail:


	 MACROBUTTON CheckIt ( I would like to receive correspondence via e-mail

	Emergency Contact:
	Emergency Contact Number:




	Primary Insurance information:

	Name of insured:


	Relationship to insured:        MACROBUTTON CheckIt ( Self        MACROBUTTON CheckIt ( Spouse        MACROBUTTON CheckIt ( Child       MACROBUTTON CheckIt ( Other

	Insured Soc. Sec:


	Insured Birth Date:

	Employer:


	Ins. Company:

	Address:


	Address:



	City, State, Zip:


	City, State, Zip:




Please Read: It is our pleasure to estimate your coverage and file your insurance on your behalf.  Please understand that we are contracted with a limited number of dental insurance companies if we are not contracted with your insurance company we will file for your benefits as a courtesy.  We cannot guarantee the accuracy of the information or fees provided to us by your insurance carrier.  However, we estimate your benefits to the best of our ability.  Your insurance carrier does not guarantee payment to us.  This signature on file is my authorization for the release of information necessary to process my claim.  I hereby authorize payment directly to the doctor named of the insurance benefits otherwise payable to me.

Signature:








Date: [image: image1.png]



