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PATIENT REGISTRATION

DATE 11/9/2018

First Name:

ID:

Patient Is: Policy Holder Responsible Party

Last Name: Middle Initial:

Preferred Name:

Chart ID:

Responsible Party ( if someone other than the patient )

First Name: Last Name: Middle Initial:

Address: Address 2:

City, State, Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Birth Date: Soc Sec: Drivers Lic:

Responsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder

Patient Information

Address: Address 2:

City: State / Zip: Pager:

Home Phone: Work Phone: Ext: Cellular:

Sex: Male Female Marital Status: Married Single Divorced Separated Widowed

Birth Date: Age: Soc Sec: Drivers Lic:

E-mail: I would like to receive correspondences via e-mail.

Section 2 Section 3

Employment
Status:

Full Time Part Time Retired

Student Status: Full Time Part Time

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg:

Referred By

Previous Dentist

Emergency Contact

Primary Insurance Information

Name of Insured: Relationship to Insured: Self Spouse Child Other

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits: Rem. Deduct:

Ins. Company:

Address:

Address 2:

City, State, Zip:

Insured Birth Date:

Employer:

Other

Insured Soc. Sec:

Address:

Rem. Benefits: Rem. Deduct:

Address 2:

City, State, Zip:

Secondary Insurance Information

Name of Insured: Spouse ChildRelationship to Insured: Self

Ins. Company:

Address:

Address 2:

City, State, Zip:

Emergency Contact #





Consent Statement 
 

Crosby Dental Center 
6618 FM 2100, Crosby, Texas  77532 

281-328-3569 
 
 
 
Date:   ______________________ 
 
 
 

I, ____________________________________, hereby authorize and request the 

performance of dental services provided by Dr. Jim Nored DDS and/or Dr. Hale McDaniel DDS.  

I also give consent to any advisable and necessary dental procedures, medications, and 

anesthetics to be administered by Dr. Jim Nored or by the supervised staff for diagnostic 

purposes or dental treatment.  
 
 
 
________________________________________ 
(Signature of Patient) 
 
 

 
For Child / Minors 
 
 
Date:   ______________________ 
 
 
 

I, ____________________________________, hereby authorize and request the 

performance of dental services provided by Dr. Jim Nored and/or Dr Hale McDaniel for: 

 

_________________________________ Age: _______ 

_________________________________ Age: _______ 

_________________________________ Age: _______ 

I also give consent to any advisable and necessary dental procedures, medications, and 

anesthetics to be administered by Dr. Jim Nored or by the supervised staff for diagnostic 

purposes or dental treatment.  
 
 
 
________________________________________    ___________________________ 
(Signature of Parent / Guardian)        (Relationship to other(s) named) 
 
 



Crosby Dental Center 
6618 FM 2100 Rd, Crosby, Texas   77532 

281-328-3569

Financial Policy 

We are committed to providing you with the best possible care.  If you have dental insurance, 
we are anxious to help you receive the maximum allowable benefits.  In order to achieve these 
goals, we need your assistance and understanding of our payment policy. 

Payments for services are due at the time services are rendered.  We accept cash, checks, 
MasterCard, Visa, Discover, American Express and Care Credit.  We will file with your insurance 
company.  A deposit maybe required on all scheduled treatment unless other arrangements 
have been made and approved by our financial administrator. 

We will gladly discuss your proposed treatment and answer any questions relating to your 
insurance.  You must realize, however, that: 

1. Your insurance is a contract between you, your employer, and the insurance company.  We
are not a party to that contract. 

2. Our fees are generally considered to fall within the acceptable range by most companies and
therefore are covered up to the maximum allowance determined by each carrier.  This 
applies to companies who pay a percentage (such as 50% or 80%) of UCR, which is  
defined as usual and customary rates by the insurance company.   

3. Not all services are covered benefit in all contracts.  Some insurance companies arbitrarily
select certain services that are not covered. 

We must emphasize that as dental care providers, our relationship is with you, not your insurance 
company.  While the filing of the insurance claims is a courtesy that we extend to all of our patients, all 
charges are your responsibility from the date the service is rendered. 

If you have any questions about the above information or any uncertainty regarding insurance coverage, 
PLEASE do not hesitate to ask us.  We are here to help YOU. 

Signature:  ______________________________________________ 

Date:  __________________________________________________ 





Treatments Eligible For Coverage 

12 Month Warranty: Fillings, Bondings, Buildups, Posts, Implant 
Abutments, Bite Splints, Bruxism Guards, Snore Guards, Retainers 
and Root Canals. 

5 Year Warranty: Crowns, Veneers, Bridges, Implants, Implant 
Crowns, Dentures, and Partial Dentures. 

Dental Implants Warranty 

In order to keep this warranty in effect, you must agree to the 
following: 

You will allow us to perform the necessary therapy to eliminate 
your oral health problems, and restore your bite. 

If it is determined that you "clench" or "grind" your teeth you will 
be required to purchase a bite appliance. 

You will wear any necessary bite appliance as prescribed. 

You will be faithful to the checkup and cleaning schedule to ensure 
your long term oral health. 

You will not smoke or use tobacco products. The use of tobacco or 
smoking voids the implant warranty. No exceptions. 

Patient Signature: ___________ _ Date: ______ _ 

Patient Name: ____________ _ 

If minor, indicate relationship to patient. 
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Crosby Dental Center

ACKNOWLEDGEMENT OF RECEIPT OF 
HIPAA NOTICE OF PRIVACY PRACTICES 

("Acknowledgement") 

I acknowledge that I have received a copy of this Dental Practice's HIPAA Notice of Privacy 
Practices.    

Patient Name (Please Print) 

Patient Signature Date 

OR 

______________________________ 
Signature of Personal Representative 

Authority of Personal Representative to Sign for Patient (check one): 

□ Parent  □  Guardian □  Power of Attorney  □  Other:

Please Note: It is your right to refuse to sign this Acknowledgement. 

Dental Office Use Only 

I tried to obtain written Acknowledgement by the individual noted above of receipt of our Notice 
of Privacy Practices, but it could not be obtained because: 

         An emergency prevented us from obtaining acknowledgement. 

         A communication barrier prevented us from obtaining acknowledgement. 

         The individual was unwilling to sign. 

         Other:_____________________________________________________________ 

Staff Member Signature Date 
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