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           Mission Dental Implant Center
Al Manesh, D.M.D., Inc., Periodontist

26800 Crown Valley Pkwy., Ste. 425, Mission Viejo, California 92691
(866) 972-2121 Toll Free  •  (949) 364-2935 Office  •  (949) 364-2870 Fax

Welcome!
1.
Todayõs Date: ______/______/______/                                                                

Patient Name: ______________________________________________________________________________________________
                                                        LAST                                                                                                                                   FIRST                                                                         MI

What You Prefer To Be Called: _________________________________________________________________    Male   Female

Date of Birth: ____/____/____   Age _______________   Social Security Number_______________________________________

Mailing Address: ___________________________________________________________________________________________ 
                                                                                                                                                                                                                     CITY                                                  STATE                ZIP

Home Phone: ____________________________ Work Phone: _________________________ Cell: __________________________

Email Address :_________________________________________________ Referred By: _______________________________

Employer: _________________________________________________________________________ How Long? _____________

Employer Address: __________________________________________________________________________________________
                                                                                                                                                                                                                     CITY                                                  STATE                ZIP

Occupation:____________________________ Status:   Minor  Single  Married  Divorced  Separated  Widowed

Spousesõs Name: _________________________________ Do you have children?    Yes      No     How many? ________________

2.  PRIMARY DENTAL INSURANCE

Company  Name: __________________________________Address: ____________________________________________________ 

Phone: ______________________________ Group #: __________________________Insuredõs   SS#: ________________________

Insuredõs Name: ____________________________________ Relation: ____________________ Date of Birth: ____/____/____

Insuredõs Employer: _________________________________________________________________________________________

             SECONDARY DENTAL INSURANCE

Company  Name: __________________________________Address: ____________________________________________________ 

Phone: ______________________________ Group #: __________________________Insuredõs   SS#: ________________________

Insuredõs Name: ____________________________________ Relation: ____________________ Date of Birth: ____/____/____

Insuredõs Employer: _________________________________________________________________________________________ 

3.  PERSON ULTIMATELY RESPONSIBLE FOR ACCOUNT

Name: ________________________________________________________________ Relation: ____________________________ 

Billing Address: _____________________________________________________________________________________________ 
                                                                                                                                                                                                                     CITY                                                  STATE                ZIP

SS # _____________________________ Drivers License # _______________________Work Phone: _______________________

Payment Method:    Cash    Check     Credit Card: __________________________________________Exp: ___/___/___

Initials: ________ I hereby authorize assignment of my insurance rights and beneýts directly to the provider for services 
rendered. I fully understand I am solely responsible for any balance not paid by my insurance company.

4.  IN EVENT OF EMERGENCY

Whom should we contact? ________________________________________ Relation: ___________________________________

Home Phone: _________________________________________ Work Phone: _________________________________________

Who is your Medical Doctor? ___________________________________________ M.D.ôs Phone  #: _________________________


