
CAVALIER DENTAL
Joseph Gondoly D.D.S., P.C.

PATIENT REGISTRATION

PLEASE COMPLETE THE FOLLOWING INFORMATION               1
IF THIS APPOINTMENT IS FOR YOU; SEE BELOW FOR CHILD*

              DENTAL INSURANCE                             2
DATE              
                                                                                                    

                                      PRIMARY CARRIER

NAME INSURANCE COMPANY

SPOUSE EMPLOYEE

ADDRESS EMP. DATE OF BIRTH

CITY               STATE ZIP GROUP NUMBER

HOME PHONE CELL PHONE UNION OR LOCAL NUMBER

SPOUSE CELL WORK PHONE         EXT DATE EMPLOYED

BIRTHDATE AGE MALE FEMALE EMP. SOCIAL SECURITY NUMBER

MARRIED SINGLE DIVORCED WIDOWED                                   SECONDARY CARRIER

SOCIAL SECURITY NUMBER INSURANCE COMPANY

OCCUPATION EMPLOYEE

EMPLOYER EMP. DATE OF BIRTH

HOW WERE YOU REFERRED TO OUR OFFICE? GROUP NUMBER

PERSON TO THANK FOR YOUR REFERRAL UNION OR LOCAL NUMBER

EMAIL DATE EMPLOYED

EMP. SOCIAL SECURITY NUMBER

*Minor/Dependant CHILD

DATE
IN CASE OF EMERGENCY            4

NAME                           PERSON TO CONTACT

ADDRESS NAME

CITY STATE ZIP RELATIONSHIP

HOME PHONE NUMBER PHONE NUMBER

BIRTHDATE AGE MALE FEMALE  ADDRESS                         

 CITY                           STATE ZIP

                                  ACCOUNT INFORMATION                                     3            
BUSINESS PHONE                                                                       EXT.

                PERSON FINANCIALLY RESPONSIBLE FOR ACCOUNT CONSENT:
I consent to the diagnostic procedures and treatment by the dentist necessary 
for proper dental care.

NAME I consent to the dentist’s use and disclosure of my records (or my child’s records) 
to carry out treatment, to obtain payment, and for those activities and health 
care operations that are related to treatment or payment.

RELATIONSHIP TO PATIENT I consent to the disclosure of my records (or my child’s records) to the following 
persons who are involved in my care (or my child’s care) or payment for that 
care. 

 
*In the future, if we were to use an automated confirming service
OR Text Message CONFIRMATION for your appointments.

______________________________________________________________________

______________________________________________________________________
 

 WOULD YOU BE INTERESTED IN THESE SERVICES?    YES    NO     
                                                                                                                    (circle one)

 

IF YES, WHICH SERVICES?     TEXT     EMAIL
                                                   (circle one)

 PATIENT’S OR GUARDIAN’S SIGNATURE

PHONE NUMBER TO TEXT: _________________________________________ Date _______________




