
 

Oral-Facial Surgical Arts, PA 
 

Ronald M. Achong DMD. MD.                 Date _____________   

 

Patient Name:.  ___________________________   Social Security # _________________  
 

Date of birth:  ________________________    

                

Address ______________________________ City ____________ State ________ Zip____________ 
 

 

Home Phone _________________ Work Phone ___________________ Cell Phone _______________ 

 

Emergency  Contact:  Name:_______________________  Phone Number:________________________ 
 

How did you hear about our office?  __________________________________________ 
 

Email address:  ___________________________________________________________   

 

** If patient is a MINOR , RESPONSIBLE PARTY'S information** 
 

GUARDIAN'S  NAME:__________________________________ Relation ship to patient _________________ 

 

Guardian's  Date of Birth______________________     Social Security #_______________________ 

 

Address if different from above ______________________________City _________state____ Zip________ 

 

Do you have Power of Attorney for the above named patient ____YES or No_____ 

 

Do you have the POA paper work with you? _____ YES  or NO_____ 
 
 

DENTAL INSURANCE INFORMATION 
 

Insurance Name _____________________Member ID # ___________________Group #   ____________ 

 

Name of Subscriber______________________________    Relationship to Patient __________________ 

 

Date of Birth of Subscriber_________________________      SS#________________________________ 

 

Place of Employment__________________________________________________________________ 

 
MEDICAL INSURANCE INFORMATION 
 

Insurance Name _____________________ Member ID # ____________________Group #   ____________ 

 

Name of Subscriber______________________________    Relationship to Patient  __________________ 

 

Date of Birth of Subscriber_________________________      SS#_________________________________ 

 

Place of Employment_______________________________________________________________ 


