Smiles.

Patient Registration
Last Name: __________________

First Name:

Preferred Name:

Patient is:

D

Policy Holder

D

Responsible Party

Birth Date: _______Age: ___Soc.Sec.: ______________Driver's Lie: _________

Address: ___________________ City: __________State: ___Zip: ____

Phone: __________Secondary Phone: __________Email: ______________
Sex:

D

Male

D

Female

Martial Status:

D

Married

D

Single

D

0Yes, I'd like to recieve correspondences via email.

Divorced

Insurance
First Name: ________________ Relationship to insured:

D

D

Self

Soc.Sec.: _________________ Birth Date: _______

Seperated

D

Widowed

D

D

Child Oother

Spouse

Employer: ________________

Insurance Company: _______________

Address: _________________

Address: ___________________

City, state, zip: ______________

City, state, zip: _________________

Rem. Benefits: _____ Rem. Deduct: ____

How did you hear about us?
Please check all that apply:
INTERNET:

D Google D Bing D Yahoo D Yelp D City Search D RateADentist
Digital Coupons: D LivingSocial
D Groupon Social Media: D Facebook D Twitter D lnstagram D Google+
MAIL: D Postcard D Best Community Value coupons D ValPak coupons
Internet Search:

REFERRAL (name): ___________________________

OTHER (specify billboard, publication, event, etc): ___________________________

Additional Comments?

*Don't forget to review us for a chance at a FREE GIFT ! www.eastorlandodental.com/testimonials.htm
Ask a staff member for details on how we hear your voice!

I

East Orlando Dental, Karim Morales, DMD 11780 E. Colonial Drive, Orlando,

Patient Photo Release Form
I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPPA),
I have certain rights to privacy regarding my protected health information. I have received, read,
and understand your Notice of Privacy Practices containing a more complete description of the
uses and disclosures of my health information. This release is strictly designated to give
permission to Dr. Karim Morales DMD, to use my digital patient photos. I will allow these
photos to be shared with other professionals, patients and public in an educational, advertising,
and social media setting. Dr. Morales will have permission to use these photos in the manner
described above unless I request him to no longer use them. A written request form is available
to do so. I understand that by allowing Dr. Morales to use my photos, he is able to share “before
and after” images to educate, inform, advise, promote and explain procedures and possible
results of treatment. I understand that I have the option to decline this request, and am not
obligated in any way to provide permission to use these photos. I will allow Dr. Karim Morales,
DMD. to share my digital patient photos with other patients and/or professionals in an
educational, advertising, and social media setting.
_____Full Facial Photos
_____Close Up Photos Only (no full face)

Patient Name______________________________________________________
Signature_________________________________________________________
Date_____________________________________________________________

----------------------------------------------------------I am requesting that my digital patient photos not be shared with other professionals, patients, or
public.
Patient Name__________________________________________________
Signature_____________________________________________________
Date_________________________________________________________

