
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

PATIENT REGISTRATION 

  

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 

Previous Dentist 

Emergency Contact 

 

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 
 

 

Child Relationship to Insured: 
 

 

Self 

 

 

 

 

 

 

 

 

 

Ins. Company: 

Address: 

 

 

Address 2: 

 

 

City, State, Zip: 

 

 

  

 

  

 

 

 

Emergency Contact # 

SS# 

 

 

 

 



 



 

 

 

Dr. William S.Lightfoot, DDS MS PLLC 

72 Sharp Street A-6 

Hingham, MA 02043 

Acknowledgement  

I, ______________________________________, hereby acknowledge that I have received and reviewed 
a copy of Dr. William S.Lightfoot, DDS MS PLLC 
's HIPAA Notice of Privacy Practices. 

I understand that Dr. William S.Lightfoot, DDS MS PLLC 
's HIPAA Notice of Privacy Practices may change periodically and that I am entitled to receive a copy of 
Dr. William S.Lightfoot, DDS MS PLLC 
's revised HIPAA Notice of Privacy Practices upon request. 

I understand that, if I have questions about Dr. William S.Lightfoot, DDS MS PLLC 
's HIPAA Notice of Privacy Practices, I may contact Dr. William S.Lightfoot, DDS MS PLLC 
. 

I understand that it is my right to refuse to sign this Acknowledgement should I so choose, and that Dr. 
William S.Lightfoot, DDS MS PLLC 
will not refuse treatment to me if I refuse to sign this Acknowledgement. 

I further understand that I may contact the Secretary of the U.S. Department of Health and Human Services 
should I have concerns regarding Dr. William S.Lightfoot, DDS MS PLLC 
's privacy policies and procedures. For information on how to contact the U.S. Department of Health and 
Human Services, please ask Dr. William S.Lightfoot, DDS MS PLLC 
, noted above, for assistance. 

     

 
Patient Signature  Date  

     

 
Signature of Personal Representative  Print Name of Personal Representative  

 
    

 

  Relationship of Personal Representative to 
Patient  

 

 Our HIPPA Notice of Privacy Practices can be found on our website under the PATIENT tab. We can provide you a printed copy 
at your next visit as well.  

 

 


