Aesthetic Smiles
Wade Fi”ing D.M.D.

Patient |nformation

|_ast Name First Name Date

Marital 5tatus SPouscs Namc

Patients Date of Birth Patients Agc Patients S5# -~ -~

SPouses Datc of Bir‘th SPouscs Agc SPouses 55 # - -

FO Box 5trcct Aclclrcss City

State ZiP Code Home Phone _____Cc" Phone

OccuPation Employcr Emploger Fl'ionc

Employcr Aclclrcss

Person KcsPonsiblc for billz
Name Address if different

FPhone Number SS# - - Date of Birth /

Whom may we thank for your referral?

[ _mail Address

|nsurance Jnformation

Name of ]nsurancc Rclationship to Subscribcr
Subscribers Name SS5# ~ - DOB
E_mplogcr E_mplogcr Phone

E_mplogcr Address [ ffective Date
Group Number Folicy Number

|nsurance Phone Number

Sccondary lnsurance Rc|ations|1ip to Subscriber
Subscribers Name S5# ~ ~ DOB
E_mp]oger E_mp]ogcr Phone

Emplogcr Addrcss E_gcctive Datc
GrouP Number Fo]icy Number

|nsurance Fhonc Number

ln Casc OF Emcrgcncy

Name ofa Local Friend or Kelative Kelationship

Homc Number Work Number

Disclosure

Thc above information is true and correct to the best of my knowlcclgc. ] authorize my insurance benefits be Paid
dircctly to Dr. Wade Fi“ing‘ ] understand that l am Financia”g rcsponsiblc for any balancc,‘ ] also authorize Dr.

Wade Fi“ing to release any information necessary to process my insurance claims

Print Name Signature Date



