






Maria Maiorino, D.M.D.
REGISTRATION
(PLEASE PRINT)

Home Phone_______________________Date_____________________________

PATIENT INFORMATION

Name__________________________________________________________________________  Soc.Sec. #_________________________
Last Name                                                    First Name                            Initial

Address__________________________________________________________________________________________________________

City___________________________________________________________________  State________________  Zip__________________

Sex   M       F          Age______  Birthdate______________    Single           Married            Widowed             Separated Divorced

Patient Employed by_________________________________________________________  Occupation______________________________

Business Address__________________________________________________________________  Phone__________________________

Whom may we thank for referring you?__________________________________________________________________________________

Emergency Contact_________________________________________________________________ Phone___________________________

PRIMARY INSURANCE

Person Responsible for Account________________________________________________________________________________________
Last Name                                First Name                                             Initial

Relationship to Patient_________________________________  Birthdate__________________  Soc.Sec.#____________________________

Address (if different than Patient)____________________________________________________________ Phone_______________________

City___________________________________________________________________________  State__________  Zip__________________

Responsible Person Employed by____________________________________________________  Occupation__________________________

Business Address______________________________________________________________________  Phone________________________

Insurance Company___________________________________________________________________________________________________

Contract #______________________________  Group #____________________________ Subscriber #_______________________________

Other Dependent Names under this plan___________________________________________________________________________________

ADDITIONAL INSURANCE (if any)

Subscriber Name_________________________________________ Relationship to Patient_______________________ Birthdate____________

Address (if different than Patient)_______________________________________________________________ Phone_____________________

City__________________________________________________________________________  State____________  Zip__________________

Subscriber Employed by_______________________________________________________________  Phone___________________________

Insurance Company_____________________________________________________________  Soc.Sec.#_____________________________

Contract #______________________________  Group #____________________________  Subscriber #_______________________________

Other Dependent Names under this plan___________________________________________________________________________________

ASSIGNMENT AND RELEASE

I, the undersigned certify that I (or my dependent) have insurance coverage with  (insurance companies names)___________________________
___________________________________________________________________________________________________________________

and assign directly to Columbus Dental Arts LLC all insurance benefits, if any, otherwise payable to me for services rendered.  I understand that I 

am financially responsible for all charges whether or not paid by insurance.  I hereby authorize the doctor to release all information necessary to 

secure the payment of benefits.  I authorize the use of this signature on all insurance submissions.

_____________________________________________________________  _____________________________________  ________________
Responsible Party Signature                                                                               Relationship       Date

General & Cosmetic Dentistry





MARIA BRUNI MAIORINO, D.M.D. 
General & Cosmetic Dentistry 

 

 

**ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES** 

*You may refuse to sign this Acknowledgement 

 

I, ___________________________________, have received a copy of this office’s Notice of Privacy 
Practices. 

 

___________________________ 
Please Print Name 
 
 
________________________________ 
Signature 
 
 
________________________________ 
Date 
 
 
 
 
 

For Office Use Only 
 

 
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but 
acknowledgement could not be obtained because: 
 

x _____ Individual refused to sign 
x _____ Communication barriers prohibited obtaining the acknowledgement 
x _____ An emergency situation prevented us from obtaining acknowledgement 
x _____Other (please specify) 

________________________________________________________________ 
________________________________________________________________ 
________________________________________________________________ 

 
 
 
©American Dental Association 
All rights reserved 
Reproduction and use of this form by dentists and their staff is permitted. Any other use, duplication of this form by any other party requires 
prior written approval of the American Dental Association. 
This form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002) 


