
 

POINTE FAMILY DENTISTRY 

REGISTRATION FORM 
 
Section I:     Patient Information   Date______________ 
 
 Name:___________________________________________________ I Prefer to be called: __________________________ 

Address:____________________________________________City:_______________State:_________Zip_______________  

Phone (______)_________________  Work Phone (_____) ________________ Cell Phone (______)____________________ 

The best time to contact me is:__________________  A.M.  P.M.  on my  Home phone  Work phone  Cell phone 

 Date of Birth:_______________ Social Security Number:__________________________   

Check Appropriate Box:     Minor      Single      Married      Widowed      Separated      Divorced 

If Student, Name of School______________________________ City/State_____________________________  FT      PT 

Spouse or Parent’s Name:______________________________ Employer___________________ Work Phone____________ 

Whom may we thank for referring you? ____________________________________________________________________ 

Person to contact in case of emergency_____________________________________ Phone__________________________ 

Email Address__________________________________________ Would you like to receive our e-newsletter?  Yes  No 

Section II     Responsible Party 
 
Relationship to Patient:    Self       Spouse       Parent       Other 
Name:_____________________________________________________ Relationship to Patient: ______________________ 
Address:______________________________________________________________________________________________ 
City:_______________________________ State:__________ Zip:_____________ Phone: (______)_____________________ 
Employer_________________________ Work Phone (____)__________________ SSN#_____________________________ 
Driver License#_____________________________________ 

Insurance Information 
--------------  PRIMARY INSURANCE-------------- 
Name of Insured_________________________________DOB_______________Relationship to Patient ________________ 

SSN#:______________________  Name of Employer:_______________________ Work Phone: (______)_______________ 

Address of Employer:___________________________________City__________________State:________Zip ___________  

Insurance Company_____________________________ Grp #______________________ ID#_________________________ 

Ins Co Address:_______________________________________________ Ins Co. Phone:_____________________________ 

------------    SECONDARY INSURANCE?   Yes   No   IF YES, COMPLETE THE FOLLOWING    ------------ 

Name of Insured_________________________________DOB_______________Relationship to Patient ________________ 
SSN#:______________________  Name of Employer:_______________________ Work Phone: (______)_______________ 
Address of Employer:___________________________________City__________________State:________Zip ___________  
Insurance Company_____________________________ Grp #______________________ ID#_________________________ 
Ins Co Address:_______________________________________________ Ins Co. Phone:_____________________________ 
 

For Insurance Assignment: 
I AUTHORIZE RELEASE ON ANY INFORMATION RELATING TO THIS OR FUTURE DENTAL CLAIMS, I UNDERSTAND THAT I AM RESPONSIBLE FOR ALL COSTS OF DENTAL 
TREATMENT.  I HEREBY AUTHORIZE PAYMENT DIRECTLY TO THE BELOW NAMED DENTIST OF THE GROUP INSURANCE BENEFITS OTHERWISE PAYABLE TO ME. 
 
___________________________________________________  ______________________________________________ 
                SIGNED (PATIENT, OR PARENT IF MINOR)                                 DATE 

 





 
 

 
AUTHORIZATION FOR DISCLOSURE OF PATIENT MEDICAL INFORMATION 

 
 

 
PATIENT’S NAME: _______________________________ DATE OF BIRTH: __________________ 

ADDRESS  _______________________________ SOC SEC #:  XXX-XX-__________ 

   _______________________________ 

   _______________________________ 

 
I HERBY AUTHORIZE USE OR DISCLOSURE OF PROTECTED HEALTH INFORTMATION ABOUT ME AS DESCRIBED BELOW: 
 
 
FROM:  POINTE DENTAL GROUP    POINTE DENTAL GROUP 

50505 SCHOENHERR, STE. 170   18342 MACK AVENUE 
  SHELBY TOWNSHIP, MI 48315   GROSSE POINTE FARMS, MI 48236 
  (586) 803 – 8300     (313) 881 - 2480 
 
   
 
 
TO: (NAME OF THE PERSON(S) YOU ARE ALLOWING POINTE DENTAL GROUP  TO SHARE INFORMATION WITH)  

  1. _________________________________________________ 

  2. _________________________________________________ 

  3. _________________________________________________ 

  4. _________________________________________________ 

 

INFORMATION YOU WOULD LIKE DISCLOSED (check all that apply): 

o BILLING/INSURANCE INFORMATION 

o APPOINTMENT/TREATMENT INFORMATION 

o ___________________________________ 

 

 
I UNDERSTAND THAT THE INFORMATION USED OR DISCLOSED MAY BE SUBJECT TO RE-DISCLOSURE BY THE ENTITY 
RECEIVING IT AND WILL NO LONGER BE PROTECTED BY FEDERAL PRIVACY REGULATIONS. 
 
I UNDERSTAND THAT I HAVE THE RIGHT TO REVOKE THIS AUTHORIZATION, IF THE REVOCATION IS IN WRITING, 
EXCEPT IF: 
 

 THIS OFFICE HAS TAKEN ACTION RELIANT UPON AUTHORIZATION 
 THIS AUTHORIZATION WAS GIVEN AS A CONDITION OF OBTAINING INSURANCE COVERAGE 

 
 
I UNDERSTAND THAT I MAY REVOKE THIS AUTHORIZATION BY DELIVERING WRITTEN NOTICE. 
THIS AUTHORIZATION EXPIRES ONE YEAR FROM THE DATE SIGNED. 
 
 
__________________________________________________________ ________________________ 
SIGNATURE OF PATIENT OR AUTHORIZED REPRESENTATIVE DATE 
 
 
_________________________________________________________ ________________________________ 
SIGNATURE OF WITNESS      DATE 
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