
1441 Avocado Avenue, Suite 404, Newport Beach, CA 92660  Phone 949.706.7097   Fax 949.706.9135 

Website:  www.johnraveradds.com     e-mail:  johnraveradds@gmail.com 
 

 

 

Print Name           Signature               Date 

Date_____/_____/_____    Email_____________ _______________@______    Home Phone (         )____________________ 
PATIENT INFORMATION 

Name_________________________________________________________Social Security #________/________/________ 
                           Last                       First                     Middle Initial 
 
Address______________________________________________________________________________________________ 
City____________________________________________________State_________________________Zip______________ 
Sex    F         M       Age____    Birthdate_____/_____/_____          Single       Married        Widowed        Separated        Divorced 
Patient Employed By______________________________________________________Occupation____________________ 
Business Address____________________________________________________Business Phone (         )________________ 
Whom may we thank for referring you?____________________________________________________________________ 
In case of an emergency who should we notify?____________________________________Phone (         )_______________ 

PRIMARY INSURNACE 
Person Responsible for Account___________________________________________________________________________ 
                                                                            Last                               First                                         Middle Initial 
 
Relation to Patient_____________________________Birthdate_____/_____/_____Social Security #______/_____/______ 
Address (if different from patient’s)_______________________________________________Phone (         )______________ 
City_____________________________________________________State_________________________Zip_____________ 
Person Responsible Employed By____________________________________________Occupation____________________ 
Business Address____________________________________________________Business Phone (         )________________ 
Insurance Company_____________________________________________________________________________________ 
Plan______________________________Group #__________________________Subscriber ID________________________ 
Names of other dependents covered under this plan__________________________________________________________  

ADDITIONAL INSURANCE 
Is patient covered by another insurance?        Yes             No 
Subscriber Name_____________________________Relation to Patient__________________Birthdate_____/_____/_____ 
Address (if different from patient’s)______________________________________________Phone (         )_______________ 
City_____________________________________________________ State________________________  Zip_____________ 
Subscriber Employed by________________________________________________Business Phone (         )_______________ 
Insurance Company______________________________________________Social  Security #________/________/_______ 
Plan______________________________Group #__________________________Subscriber ID________________________ 
Names of other dependents covered under this plan__________________________________________________________ 

ASSIGNMENT AND RELEASE 
I, the undersigned certify that I (or my dependent) have insurance coverage with the above named companies and assign 
directly to Dr. John Ravera DDS all insurance benefits, if any, otherwise payable to me for services rendered.  I understand 
that I am financially responsible for ALL charges whether or not paid by insurance.  I hereby authorize Dr. Ravera to release 
all information necessary to secure the payment of benefits.  I authorize the use of this signature on all insurance 
submissions. 
 
_________________________________________         _____________________________        _____/_____/_____ 


