
 
15 N. Presidential Boulevard, Suite 301 Bala Cynwyd, PA 19004 

Phone: (610) 667-6161    Fax (610) 617-9275 
 

Registration Form 
 

Tell Us About Yourself: 
 

Patient Name: ________________________________   Sex: F ___ M ___    Date of Birth: ____ /____ /____ 
 

Address: ______________________________ Apt: _____ City: ___________________ State: ___ Zip: _____ 
 

Home Ph:  (____)______________  Cell Ph:  (____)______________   Marital Status:  S __ M __ D __ W __ 
 

Social Security #: ______-______-______ Occupation: ___________________________ full ____ part ____ 
 

Employer: _________________________________ Work Phone:  (____)__________________  ext. _______ 
 

Work Address: ___________________________________ City: _________________ State: ____ Zip: _____ 
 

Referral Source (please specify):   Dentist       Primary Doctor       Internet       Phone Directory  

 Friend/Patient (Name) ___________________________        Other  ____________________________      
 

Primary Dentist’s Name: ______________________________________ Phone: (____)__________________ 
 

       Address & Phone: ________________________________________________________________________ 
 

Primary Physician’s Name: _____________________________________ Phone: (____)__________________ 
     

       Address & Phone: ________________________________________________________________________ 
 

 

Tell Us About Your Insurance Coverage: 
 

Dental Insurance: _______________________________ Policy #: __________________ Group#: _________ 
 

       Address: __________________________________________________ Phone: (____)__________________ 
 

Medical Insurance: _______________________________ Policy #: __________________ Group#: ________ 
 

       Address: __________________________________________________ Phone: (____)__________________ 
 

Subscriber Name (if other than patient): ________________________ Social Sec. #: ______-______-______ 
 

    Address: ___________________________________________ Relationship to patient: _________________ 
 

    Employer: __________________________ Work Phone  (____)___________ Date of Birth ___ /___ /___ 
 

    Work Address: __________________________________ City: _________________ State: ____ Zip: _____ 
 

Form of Payment: 
 

 Cash                 Credit Card                Insurance 
 

Please note that payment is due at the time of service. 
 

I understand that I am responsible for all costs of my oral and maxillofacial surgery care.  I hereby 
authorize my insurance company to pay directly to Bala Institute of Oral Surgery, Inc. all benefits for 
which I am insured under my medical/dental plan. 
 

_____________________________  _____________________________     _______________ 
Patient Signature    Subscriber Signature      Date 

Bala Institute of Oral Surgery 


