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PATIENT REGISTRATION

10/3/2016DATE

First Name:

ID:

Patient Is: Policy Holder Responsible Party

Last Name: Middle Initial:

Preferred Name:

Chart ID:

Responsible Party ( if someone other than the patient )

First Name: Last Name: Middle Initial:

Address: Address 2:

City, State, Zip: Pager:

Home
Phone:

Work Phone: Ext: Cellular:

Birth Date: Soc Sec: Drivers Lic:

Responsible Party is also a Policy Holder for Patient Primary Insurance Policy Holder Secondary Insurance Policy Holder

Patient Information

Address: Address 2:

City: State / Zip: Pager:

Home
Phone:

Work Phone: Ext: Cellular:

Sex: Male Female Marital Status: Married Single Divorced Separated Widowed

Birth Date: Age: Soc Sec: Drivers Lic:

E-mail: I would like to receive correspondences via e-mail.

Section 2 Section 3

Employment
Status:

Full Time Part Time Retired

Student Status: Full Time Part Time

Medicaid ID: Pref. Dentist:

Employer ID: Pref. Pharmacy:

Carrier ID: Pref. Hyg:

Referred By:

General DDS Name:

General DDS Phone:

Primary Insurance Information

Name of Insured: Relationship to Insured: Self Spouse Child Other

Insured Soc. Sec: Insured Birth Date:

Employer:

Address:

Address 2:

City, State, Zip:

Rem. Benefits: Rem. Deduct:

Ins. Company:

Address:

Address 2:

City, State, Zip:

Insured Birth Date:

Employer:

Other

Insured Soc. Sec:

Address:

Rem. Benefits: Rem. Deduct:

Address 2:

City, State, Zip:

Secondary Insurance Information

Name of Insured: Spouse ChildRelationship to Insured: Self

Ins. Company:

Address:

Address 2:

City, State, Zip:

Emergency Contact:

Emerg Contact Phone:

Relationship:







Syed A. Khalid, D.D.S., M.S. 
Tareq I. Beck, D.D.S., M.S. 

11451 Katy Freeway, Suite 105 
Houston, Texas  77079 

O (713) 465-8239  F (713) 465-5942 
prestigeperio2014@gmail.com 

www.HoustonLANAP.com 

 
 
 

FINANCIAL POLICY 
 

Thank you for choosing our practice! Our primary mission is to deliver the best and most 
comprehensive optimal dental care available.  An important part of this mission is making the 
cost as effortless and manageable as possible for our patients by providing a clear Financial Policy 
and offering several payment options. 
 

 For all surgery cases, a 25% deposit is required in advance to secure your surgery 
appointment. 

 Our practice requires payment in full at the time of your treatment or surgery. If we will 
be utilizing your insurance benefits, we are happy to work with your carrier to maximize 
your benefits.  

 Unless our office is notified 48 hours in advance of your surgery appointment, we will 
assess a $200 cancellation fee. 

 
Payment Options: 
 
Accepted Payment Methods: 

 Cash, Check, Visa, MasterCard, American Express, and Discover 

 HealthCare Financing through CareCredit, Lending Club, and United Medical Credit 
 
If you have any questions or concerns, please do not hesitate to ask. We are here to help you 
receive the care that you need in an affordable manner. 
 
I have had an opportunity to review the Financial Policy and to ask questions regarding financial 
arrangements. I agree with the terms that are explained in this policy. 
 
 
x 

Patient Name (Please Print)        
x 

Patient or Parent/Guardian Signature      Date 
 

Witness 
 
 

mailto:prestigeperio2014@gmail.com
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