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DR. KORY MCHENRY, DMD, MS and DR. DANIEL ADAMS, DMD, MS
6965 EL CAMINO REAL STE 201. CARLSBAD. CA 92009     P.760.804.0080  F.760.804.0050
Referred By:_______________________________                                       Date:_______________________

PATIENT INFORMATION
Patient Name:________________________________________________ Nickname:____________________

Birthdate:_____/______/________  Age:________   Circle: M or F     Marital Status: S___  M___ D___ W___

Street Address:____________________________________  City:_______________ State:____  Zip:________

Mailing Address (if different):_________________________ City:_______________ State:_____ Zip:________

Home Telephone: (       )____________   Cell Phone: (      )_____________   Work Phone: (      )_____________

Social Security #:_______________________________   Email Address:_______________________________

General Dentist:_____________________________________    Phone:________________________________
Employer:______________________________________   Occupation:________________________________

Spouse’s Name:_________________________  Employer:__________________  Work Phone:_____________

PERSON REPONSIBLE FOR PAYMENT (if not patient)

Name:________________________________________  Relationship to Patient:_________________________

Address (if different)_____________________________ City:_______________  State:_____  Zip:__________

Social Security #:________________________________ Driver’s Lic. #:_______________________________

Employer:_____________________________________ Occupation:__________________________________

Spouse’s Name:_____________________  Employer:_____________________  Work Phone:______________

INSURANCE INFORMATION:
Do you have dental or medical insurance coverage?  Yes______   No______  (If yes, please answer the following)

   PRIMARY Insurance Company:_____________________  Subscriber ID #:____________________________

   Insured Person’s Name:____________________________ DOB:____/_____/______   SS#:_____________

   Insured Person’s Relationship to Patient:__________________________  Group #:_____________________

ASSIGNMENT OF INSURANCE BENEFITS:  I hearby authorize and request my insurance company to pay directly to Dr. Kory McHenry, DMD, MS, the amount due in my claim for orthodontics or services rendered to me or my dependent. I further agree that, should the amount be insufficient to cover the entire dental or medical expense, I will be responsible for payment of the difference; and that if the nature of the disability be such that is NOT covered by the policy, I will be responsible to the DOCTOR for payment of the entire bill.
Signed:__________________________________________________________ Date:_____________________

OVER
