Coral Reef Dental
Name________________________________Phone_______________________Date_______________
Address_______________________________City____________________Zip_____________________
SSN______________________________ DOB _________________________ Martial Status   S  M  D  W 
Height _________   Weight________ Referred By ____________________________________________
If Minor Name of Guardian_________________________ Address_______________________________
Relationship to Patient ____________________________Email_________________________________
Occupation _______________________________Will you receive calls at work?____________________
Employers Name & Ph #_________________________________________________________________
Emergency Contact name and number_____________________________________________________
Insurance Information
Insured's Name ______________________________Member Id #_______________________________
Name of Ins Company________________________________Phone______________________________
Address____________________________________ Group #___________________________________
Insured's Employer_____________________________________________________________________
Notice of Privacy Practices
Patient Acknowledgement
I have received this practice's Notice of Privacy Practices containing a more complete description of the uses and disclosures of my protected health information.  I understand that this practice has the right to change its Notice of Privacy Practices from time to time and that I may contact this practice at any time at the address above to obtain a current copy.  
Signature_______________________________________________ Date _________________________
Relationship to patient (if signed by personal representative of the patient)
_________________________________________________________________________
Office use only 
I attempted to obtain the patient's signature in acknowledgement of this Notice of Privacy practices notice, but was unable to do so as documented below.  Date_____________Intials______________Reason_______________________
