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NAME:(Last):___________________(First):______________ (Middle):___________  (Preferred/Nickname):____________


BIRTHDATE: ____/ ___/______      MALE        FEMALE         E-MAIL ADDRESS: _________________________________
       MM / DD / YYYY 
ADDRESS: _______________________________________________________________ SUITE#: 



CITY: ___________________   PROVINCE: _______________   POSTAL CODE: _________________
PHONE   H:(_____)______-________   W:(_____)______-________    Cell:(_____)______-_________
Emergency Contact: 
First & Last Name: 
______________________________________

Relationship to you: 
______________________________________   
Phone H: (_____)______-_________ Cell: (_____)______-_________ 

          W: (_____)______-_________ 
How did you hear about Signature 28 Denture Clinc? ____________________________________________________
How old are your current dentures? ________________________________
Are you pleased with the appearance of your current dentures? Yes/No

If “no” explain: _______________________________________________________________________
Are you pleased with the comfort, fit and your ability to function with your current dentures? Yes/No

If “no”explain: ________________________________________________________________________
Do you have dental implants?  Yes/No   

If “no” are you interested in the benefits of dental implants?  Yes/No   
Financial: A 50% deposit is collected on the day treatment is started and the balance is due upon delivery. Delinquent accounts are subject to interest charges of 2% per month (26.8% per annum) and all third party collection fees.

Dental insurance coverage: 
INSURANCE COMPANY: ________________________________







POLICY/PLAN/GROUP #__________________   ID # _____________________ DIV#_____________
Are you the Primary Subscriber? Yes/No   
If No, name of subscriber: ___________________________

       BIRTHDATE: _____/ ___/______ 













        MM / DD / YYYY

Alberta Health Care # [seniors over 65 years old only] _________________________________
Patient Signature:  X_____________________________  Date: ________________________


Thank you for choosing Signature 28
