
 

 

 

 

 

 

Patient Registration Form 

 

Patient Name: ____________________________________________  Preferred Name:___________________ 

Birth Date: ____________________________________________  Gender: M / F / Other 

SS#: ___________________    Circle One: Married/Single/Widowed/Divorced 

Address: _____________________________________________________________________________________ 

   (Street)      (City, State Zip) 

Home Phone: ___________________________________ Cell Phone: ________________________________ 

Email Address: ___________________________________ Work Phone: ________________________________ 

Employer Name: ______________________________________________________________________________  

Responsible Party if Patient is under 18 years old: 

Name: __________________________________________ Relationship: ________________________________ 

Home Phone: ___________________________________ Cell Phone: ________________________________ 

How did you hear about our studio?: _________________________________________________________________ 

 

Who to call for an emergency? 

Name: ___________________________________________________  Relationship: ___________________ 

Home Phone: ___________________________________ Cell Phone: ________________________________ 

 

Primary Dental Insurance Information 

Company Name: ______________________________________ Phone: ________________________________ 

ID #: __________________________________________ Group #: ________________________________ 

Insured Name: _____________________________________________ DOB: ________________________________ 

Insured Employer: ______________________________________ Gender: M / F / Other 

Relationship to Patient: ______________________________________________________________________________ 

 

Secondary Dental Insurance Information 

Company Name: ______________________________________ Phone: ________________________________ 

ID #: __________________________________________ Group #: ________________________________ 

Insured Name: _____________________________________________ DOB: ________________________________ 

Insured Employer: ______________________________________ Gender: M / F / Other 

Relationship to Patient: ______________________________________________________________________________ 

 

I authorize the release of any medical information necessary to process any claims to the insurance company, and request 

payment of benefits to 616 Dental Studio. I acknowledge that I am financially responsible for payment whether or not 

covered by insurance. I agree that the information on this page is correct to the best of my knowledge. 

 

__________________________________________________________  ________________________________ 

Patient or Parent/Guardian Signature      Date 



Dr. Marcos Cid, DDS MS Dr. Brockton Willey, DDS Phone (616) 214-7865 
171 Monroe Ave NW Suite 100 736 Stocking Ave NW  Fax (616) 328 - 6770 
Grand Rapids, MI 49503 Grand Rapids, MI 49504 www.616dentalstudio.com 
 

 

 

 

 

 
HIPAA Information and Consent Form 

 
The Health Insurance Portability and Accountability Act (HIPAA) provide safeguards to protect your 

privacy. This form is a “friendly” version of what HIPAA is. A more complete text is posted in the office. 

 

What this is all about: Specifically, there are rules and restrictions on who may see or be notified of your 

Protected Health Information (PHI). These restrictions do not include the normal interchange of 

information necessary to provide you with office services. HIPA provides certain rights and protections to 

you as the patient. Additional information is available from the United States Department of Health and 

Human Services. www.hhs.gov 

 

We have adopted the following policies: 

 

1. Patient information will be kept confidential except as is necessary to provide services or to 

ensure that all administrative matters related to your care are handled appropriately. This 

specifically includes the sharing of information with other healthcare providers, laboratories, 

and health insurance payers. You agree to the normal procedures utilized within the office for 

the handling of charts, patient records, PHI and other documents or information. 

2. It is our office policy to remind patients of their appointments. We may do this by telephone, 

email, U.S. mail, or by any means convenient for the practice and/or as requested by you. 

3. The practice utilizes a number of vendors in the conduct of business. These vendors may 

have access to PHI, but must agree to abide by the confidentiality rules of HIPAA. 

4. You understand and agree to inspections of the office and review of documents, which may 

include PHI by government agencies or insurance payers in normal performance of their 

duties.  

5. You are to bring any concerns or complaints regarding privacy to the attention of the Office 

Manager or Doctor. 

6. Your confidential information will not be used for the purpose of marketing or advertising of 

products, goods, or services. 

7. We agree to provide patients with access to their records in accordance with state and federal 

laws. 

 

I, _____________________________________ (print name) do hereby consent and 

acknowledge my agreement to the terms set forth in the HIPAA information form and any 

changes in office policy. I understand that this consent shall remain in force from this time 

forward. 

 

 

___________________________________________  ________________________ 

(Patient/Guardian Signature)      Date 

 

http://www.hhs.gov/
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