
        Israel J. Trujillo, D.D.S. 
    Periodontal and Implant Specialist 
PATIENT REGISTRATION 
First Name:  Middle:   Last: Sex: 

  

Address:     City:  State/Zip: Cell Phone#: 

 (    ) 

Date of Birth: Social Security#: Home Phone#: Work#: 

  (    ) (    )                  

Employer:    City:  State/Zip: Position: 

    PRIMARY INSURANCE INFORMATION 
First Name:                    Middle:   Last: Sex: 

  

Address:     City:  State/Zip: Cell Phone#: 

 (    ) 

Date of Birth: Social Security#: Home Phone#: Work#: 

  (    ) (    ) 

Employer:    City:  State/Zip:  Position: 

 
Relationship to Patient:   Group #:  Group Name:   ID or Policy#: 

    SECONDARY INSURANCE INFORMATION 
First Name:  Middle:   Last: Sex: 

  

Address:     City:  State/Zip: Cell Phone#: 

  

Date of Birth: Social Security#: Home Phone#: Work#: 

    

Employer:    City:  State/Zip:  Position: 

 

Relationship to Patient:   Group#:  Group Name:  ID or Policy#: 

Referring Dentist:_______________________________ 

 

Relative or friend not living with you: 

Name:____________________Address:________________________________Phone:______________________ 

 

INSURANCE:  I understand and agree that regardless of my personal insurance status, I am ultimately responsible 

for the balance on my account for any professional services rendered.  A 1 ½% finance charge will be assessed on 

any balance over 90 days old.  I certify that all the information on this form is true and correct to the best of my 

knowledge and I will notify Dr. Trujillo of any changes in the above information. 

 

APPOINTMENTS:  It is necessary for you and all patients to accept and adhere to your appointment time.   

Dr. Trujillo and his staff  have reserved that time just for you.  We kindly request at least 48 hours notice be given if 

a cancellation is absolutely necessary.  A $50 charge may be made for missed or broken appointments. 

 

TREATMENT CONSENT:  I hereby grant authority to Israel J. Trujillo, D.D.S. and his associate(s) and/or staff to 

administer any treatment, anesthetics, sedatives and medications and to perform such operations as may be deemed 

necessary or advisable in the diagnosis and treatment of my periodontal and associated dental condition. 

 

I certify that the above information is complete and accurate.  I hereby authorize my insurance company(s) to pay 

benefits due me under the terms of my dental insurance policy directly to Israel J. Trujillo.  Payment is authorized 

upon receipt of her itemized claim for services rendered to me.  I certify that my policy was in full force and effect 

at the time these services were rendered. 

 

Patient (or Guardian) Signature:______________________________________Date:_____________________ 
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