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DATE 

PATIENT REGISTRATION 

10: ____ Chart 10: 

First Name: _______________ ____ Last Name: Middle Initial: 

Patient Is: 0 Policy Holder Preferred Name: ___ __________________ 

o Responsible Party 

Responsible Party (if someone other than the patient)----------------------------------- -. 

First Name: ___________________ Last Name: ___________________ Middle Initial : 

Address : _____________________ _ Address 2: 

City, State, Zip: Pager: _ _ _________ 

Home Phone: ~Work Phone: ___________E_xt: Cellular: 
Birth Date: Soc Sec: Drivers Lic: . 

o Responsible Party is also a Policy Holder for Patient 0 Primary Insurance Policy Holder 0 Secondary Insurance Policy Holder 

Patient Informatlon------------------------------------------- ------, 


Address: Address 2: 


City: ________________ State I Zip: ____ Pager: ___________ _ _ 


Home Phone: _ _ ________ Work Phone: __________ Ext: ____ __ Cellular: __________ _ _ 


Sex: o Male o Female Marital Status: 0 Married o Single o Divorced 0 Separated 0 Widowed 


Birth Date: Age: ____ Soc. Sec: ___ _____ 
 Drivers Lic: 

E-mail: D I would like to receive· correspondences via e-mail.___________ ________ ___ 

Section 2 Section 3 

Employment Status: 0 Full Time o Part Time o Retired 
Referred By: _ _ ___ ___ 

Previous Dentist: ______. 

Student Status: 0 Full Time o Part Time Emergency Contact: _______ _ 

Medicaid 10: ___________ Pref. Dentist: Emergency Contact #: _ _______ 

Employer 10: _ _____ ______ ___ _ Pref. Pharmacy: _______~_ _ 

Carrier 10: ___________ Pref. Hyg.: _____________ 

Primary Insurance Information 

Name of Insured: 

Insured Soc. Sec: Insured Birth Date: 

Relationship to Insured:O Self o Spouse 0 Child o Other 

Employer: Ins. Company: __. 

Address: Address: 

Address 2: Address 2: 

City,State,Zip: City,State,Zip: 

Rem. Benefits: .00 Rem. Deduct: .00 

Secondary Insurance Information 

Name of Insured: Relationship to Insured:O Self o Spouse 0 Child o Other 

Insured Soc. Sec: Insured Birth Date: 

Employer: Ins. Company: 

Address: Address: 

Address 2: Address 2: 

City,State,Zip: City,State,Zip: 

Rem. Benefits: .00 Rem. Deduct: .00 



CONSENT FOR USE AND DiSCLOSURE OF 

HEALTH INFORMATION 


SECTION A: PATIENT GIVING CONSENT 

Name: _______________________________________________________________________________ ~_ 

Address: ______________________________________________________________________________ 


Telephone: ___________________ E-mail : _________------__ 

,''''' 

Patient Number: _________________________________ Social Security Number: __________________ 

SECTION B: TO THE PATIENT-PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY. 

Purpose of Consent: By signing this fonn, you will consent to our use and disclosure of your protected health Informallon to carry out 
treatment, payment activities, and healthcare operation.. . 

___(Int.) THIS INCLUDES ALLOWING US TO SEND REMINDER APPOINTMENT POSTCARPS ANPAlSO TO 

LEAVE MESSAGES ON PHONE RECORpERS. AT HOME OR AT WORK. CONFIRMING YOUR APPOINTMENTS. 

Notice of Privacy Practices: You have the right to read our Nolice of Privacy Practices before you decide whether to sign this Consent. 
Our Notice provides a description of our treatment, payment actlv~les, and healthcare operations, of the uses and disclosures we may make 
of your protected health Information, and of other Important mattera about your protected health Informatlon. A copy of our Nolfce 
accompanies this Consent. We encourage you to read it c8reJuily and completely before signing tllla Consent. 

We reserve the right to change our privacy practices aa described In 0Ul Notice of Privacy Practices. If we change our privacy practlcea, we 
will Issue a revised Notice of Privacy Practices, Which will contain the changes. Those changes may apply to any of your protected health 
informaUon that we maintain. 

You may obtain 8copy of our Notice of Privacy Practices, Including any revisions of our Notice, at any time by contacting: 


Contact Person: Gayalri D. Sakhrani . DDS 


Telephone: 510-793-0800_____________ Fax: 510-793-2109______­

E-mail: ______________________________ 


Address: 39572 Stevenson PI. #125, Fremont, Ca. 94539__________________ 


Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revocallon submitted to the 
Contact Person listed above. Please understand that revocation of this Consent will not affect any actJon we took In reliance on this Consent 
before we received your revocation, and that we may decline to treat you or to continue treating you If you revoke thIs Consent. 

SIGNATURE 

I, , have had fug opportunity to read and consider the contents of this Consent form 
and your NoUce of Privacy Practices. I undenotand that, by Signing this Consent form, I am giving my consent to your UN and dIacIoaure of 
my protected health Information to carry out treatment, payment activities and heath care operations. 

Signature: _________________________________________ Date: _________________________ 


If this Consent II signed by a pef$O('lal repreMntative on behalf or the patient, complete the following: 


Personal Representative's Name: ______________________________________________ 


Relationship to Patient: _______________________________________________________________ 



