
CHERRYDALE DENTAL ASSOCIATES PATIENT REGISTRATION 

 

FIRST NAME: ________________________LAST NAME: _________________________ MIDDLE IN. ___ 

MALE: ___ FEMALE: ___   DATE OF BIRTH: ________________ MARITAL STATUS: ____________ 

SSN: ______-______-_____    EMAIL: _________________________________________________ 

MAILING ADDRESS: ___________________________________________ Apt#: ______________ 

CITY: _____________________________   STATE: __________________ ZIP: ________________ 

HOME PHONE: __________________________            CELL PHONE: ________________________ 

Responsible Party- Insurance Policy Holder (only complete if someone else other than the patient) 

FIRST NAME: ________________________LAST NAME: _________________________ MIDDLE IN. ___ 

MALE: ___ FEMALE: ___   DATE OF BIRTH: ________________  SSN: ______-______-_____     

MAILING ADDRES: _______________________________________________________ 

CITY:______________________________ STATE: _________  ZIP: ______________  

INSURANCE INFORMATION: Please let patient coordinator know if you have secondary coverage 

NAME OF EMPLOYER: ___________________________ INSURANCE CARRIER: ____________________ 

POLICY NUMBER: ___________________________ INSURANCE PHONE: _________________________     

 
I have read the following policies (laminated in the back): 

Consent for Treatment and Financial Policy:  

SIGN: ________________________ 

DATE: __________________________________ 

EMERGENCY CONTACT: 

NAME: ________________________ 

PHONE: _______________________ 

How did you hear about us: 

_______________________________ 



Cherrydale Dental Associates 
Dr. Laura Currie, DMD 

105 State Park Road     Greenville, SC 29609 
P: 864-271-1156 F: 864-271-8951 

 
 

 

                                                                                                                                                                                                                         
Cherrydale@carolinadentalalliance.com 

CANCELLATION/DOWN PAYMENT POLICY 
 
Appointment/Cancellation Policy 
 
If you need to change your appointment a 24-hour notice is expected. Monday 
appointments need to be changed by Thursday afternoon. 
 
If you do not cancel your appointment and fail your appointment, there is a 
$35.00 cancellation fee that will need to be paid before you are rescheduled. 
 
We reserve the right to refuse to reschedule you for failed appointments, as well 
as for multiple cancelled appointments. 
 
If you are a new patient and you fail your first appointment, we will not 
reschedule you. 
 
We reserve the right to reschedule your appointment if you arrive late. 
 
Down Payment 
 
For any procedure that is more than a 40-minute appointment block, we may 
require a 20% down payment of the total cost. This includes: crowns/bridges, 
implants, dentures/partials, root canals and periodontal procedures. If you no 
show or cancel this appointment the $35 cancellation fee will deducted from your 
down payment. 
 
SIGN: __________________________________    DATE: ____________________ 









Carolina Dental Alliance 

ACKNOWLEDGEMENT OF RECEIPT OF 
NOTICE OF PRIVACY PRACTICES 

 
**You May Refuse to Sign This Acknowledgement** 

 
 

I, _______________________________________________________________ 
 have received a copy of this office’s Notice of Privacy Practices. 

 
 

 
_________________________________________________ 

                   (Please Print Name) 
 
 

__________________________________________ 
                   (Signature) 
 
 

__________________________________________ 
                   (Date) 
 

For Office Use Only 
 

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy 
Practices, but acknowledgement could not be obtained because: 

 
 

 Individual refused to sign 

                                        Communications barriers prohibited obtaining the acknowledgement 

                                        An Emergency situation prevented us from obtaining the acknowledgement  

                                         Other (Please Specify) 

 

_________________________________________________________________________________ 
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