Ken Copeland Family Dentistry

590 Neff Avenue, Suite 100

Harrisonburg VA   22801

540-437-4090

Fax 437-4092

Patient’s Information:

Full Name ___________________________________________

How do you wish to be addressed? _______________________

Date of Birth ______________        Sex:  M / F

SSN _____________________   DL# ______________________

Residence Street Address _______________________________

Residence Mailing Address  _____________________________

City/State/Zip  ________________________________________

Email address ________________________________________

Phone (home) _________________    (cell) ________________

School _______________________ Exp. Grad. Date _________
Occupation _________________________    Years Held _____
Employer____________________________________________
Employer’s Address ___________________________________

Employer’s City/State/Zip ______________________________

Employer’s Phone ________________________ Ext _________

Parents’ Information:

Full Names  _________________________________________

Home Address _______________________________________

Home City/State/Zip __________________________________

Home Phone ________________________________________

Insurance Information:

Subscriber Name ______________________________________

Primary Insurance Company _____________________________

Ins. Company’s Phone # ________________________________

Date of Birth of Subscriber _____________ 

SSN _________________ or Subscriber ID_________________

Occupation ____________________ Years Held  ___________

Employer ____________________________________________

Employer’s Phone Number _____________________________
A copy of the dental insurance card is preferred. If we do not have the above information at time of services, you will be expected to pay in full when services are rendered. 
Additional Information:
Other family members in practice _______________________

___________________________________________________

Referred by _________________________________________
Name, relationship and telephone of someone not living with you to contact in case of emergency: ____________________________________________________
The following terms and conditions are necessary for Ken Copeland Family Dentistry (KCFD) to treat you.

I authorize KCFD to perform diagnostic procedures and treatment for proper dental care.

I authorize release of any information concerning my healthcare, advice, and treatment to another doctor, my parents (if necessary) or my insurance company.

I am aware that the Notice of Privacy Practices is posted in the office. Upon request, I will be given a copy for my records. 

I agree that I may be contacted by telephone, email, postcard, or letters (unless otherwise specified).

I acknowledge that payments are due when service is rendered, including any deductibles or co-payments for insurance.

I acknowledge that a $25-$50 per hour broken appointment fee may be assessed for any appointments that are cancelled without at least 48 business hours notice or for which I am more than 10 minutes late.

I have received and signed a copy of the financial policy and agree to abide by the terms therein.

I may have a copy of this page for my records upon request.

I attest to the accuracy of the information on this page. I will notify Ken Copeland Family Dentistry of any changes to the information provided. I agree to abide by all terms of the contract above. 
Signature ____________________________ Date __________

My signature below indicates acceptance of my responsibility for the account. Please bill me for any outstanding balance.

Parent Signature: _____________________ Date: __________
COLLEGE STUDENT REGISTRATION


