
-------------------- --------

WELCOME 

PATIENT INFORMATION Date:__________ 


Name:_____________________ Birthdate: 


Address:_______________City:_________Zip Code: ____ 


Phone: (Home) ______ (Work)______ ext____(Cell)______ 


Email address DMaie OFemale 


DMinor (under 18 yrs old) DSingle OMarried DWidowed OSeparated ODivorced 


Social Security # : __________Employer (if minor, Parent's Employer): ______ 


Spouse's Name Spouse's Employer: ________________ 


Why did you choose our office? _________________________~ 


In case of emergency, contact (someone who does not live in your household) 


Name: Relationship Phone:___________ 


RESPONSIBLE PARTY 
Who will be paying the bill? ___________Relationship to Patient_______ 

Date of Birth: Social Security #:______________ 

I understand that I am financially responsible for all charges incurred. In the event that my account is placed with a third 
party collection agency or attorney, I will be assessed any fees relating to this action. 

Signed : _______________________Date:_________ 

/\/\IVV\/\/\/\IVV\Iv\/\IV\IV\IV\I\I\I\I\I\I\I\I\I\I\IVVVVVV\/\/\I\I\IVV\AIVV\I\/VV\I\I\/\IVV\IVVV\IVV\I\t\I\AAI\/\IVV\IVV\AI\I\AI\AI\IVV\I\IVV\/\/\IV\I\IV\/V'\I\IV\/\/VV\IV\IVV\/\/\ 

Primary Insurance Information 
Subscriber's Name: ________Relationship to Patient. ______ Date of Birth: _____ 

Social Security #: Name of Employer:________________ 

Name of Insurance Co:____________________ Phone#:_______ _ 

Secondary Insurance Information 

Subscriber's Name: ________Relationship to Patient ______ Date of Birth: _____ 

Social Security #: Name of Employer:________________ 

Name of Insurance Co : Phone#: 

I certify that I (or my dependent) have insurance coverage, and assign directly to Dr. James J. Hur ODDS all insurance 
benefits, if any, for services rendered . I understand that if my insurance company fails to pay for any reason, I am 
financially responsible for all charges incurred. In the event that my account is placed with a third party collection agency 
or attorney, I will be assessed any fees relating to this action. I hereby authorize the doctor to release all information 
necessary to secure the payment of benefits. I authorize the use of this signature on all insurance submissions. 

Signed:________________ _ _ ______Date: _________ 

James J. Hur, D.D.S. 1402 36th Street, SW Wyoming, MI 49509 TEL (616) 534-3362 


