
Welcome to our Facility
Paul A. Crandall, DMD, PA

Howdidyouhelll'aboutWI? _ Directmaller

Patient Information PLEASE PRINT CLEARLY

Horne Phone

Business Phone

Cell Phone

E-Mail Address

May we leave a message

May we leave a message

May we leave a message

May we leave a message

Name:
LAST FIRST

Address:
STREET CITY

SS#: Sex: M F Age:

Occupation: Employer (if self employed, give name):

Employer's Address:
STREET CITY STATE ZIP

Marital Status: S M W D

Emergency Contact Name: Relationship: Phone:

Full Name:

Spouse I Guardian I Parent Information

SS#: DOB:

Address:
STREET CITY STATE ZIP

Relationship to Patient:

Horne Phone

Business Phone

Cell Phone

May we leave a message

May we leave a message

May we leave a message

.Yes

Yes

Yes

No

No

No

Employer (if self employed, give name):

Employer's Address:
STREET CITY STATE ZIP

ACKNOWLEDGEMENT OF RECEIPT or NOTICE OF PR1YACY PBAC17CBS

"'You May Refuse to Sign This Acknowledgement'"

I, ,have received a copy of this office's Notice of Ptiwu:y PrlJClices.
Plea.e Print Name

Signatlll'e Date

For Office Use Only:
We attempted to obtain written acknowledgement of receipt of oW'Notice of Privacy Practices, but acknowledgement could not be obtained because:

o Individual refused to sign
o Communications barriers prohibited obtaining the acknowledgement
o An emergency situation prevented us from obtaining acknowledgement
o Other (Please SpecifY)

8 8

.Yes No

Yes No

Yes No

Yes No

MI

STATE ZIP

DOB:




