
Oral Surgery & Rejuvenation SpaOral Surgery & Rejuvenation Spa

Mark G. Karpovck, D.M.D.
Oral Surgery, Dental Implants & Facial Rejuvenation

Address: 101 South U.S. Hwy. 441, Lady Lake, FL 32159
Phone: (352) 753-1114  |  Fax: (352) 753-9127

Email: NewFrontierOS@aol.com

PATIENT REGISTRATION

The above information is accurate and complete to the best of my knowledge.

SIGNATURE OF PATIENT, PARENT, or GUARDIAN ________________________________________________________  Date ____/___/____

Complete this form and return to New Frontier staff on the day of your appointment or fax with a cover sheet to (352) 753-9127.

PATIENT INFORMATION

Date: ____/___/____      Home Phone #: ______________________     Cell Phone #: ______________________

Patient Name: ____________________________________________________________________________ 
                         (Last Name)                                       (First Name)                                               (Middle Initial)

Address: _____________________________________________________   City: ___________________   State: ________   Zip: ___________

Sex:  Male   Female     Date of Birth: ____/___/____    Age: ______   Social Security #: _________________________

Marital Status:  Single   Married    Divorced   Widowed

Emergency Contact

Who do we notify in case of an emergency? _____________________________________ Phone #: _____________________

Employment Information

Employed By: ____________________________________________________ Occupation: __________________________________________

Business Address: ________________________________________________   City: ___________________   State: ________   Zip: _________

Business Phone: ______________________

Spouse/Parent Information

Spouse/Parent Name: ____________________________________________________________________________ 
                                   (Last Name)                                       (First Name)                                               (Middle Initial)

Spouse/Parent Date of Birth: ____/___/____   Spouse/Parent Home Phone: ______________________

Spouse/Employed By: ____________________________________________________  Occupation: ______________________________________

ACCOUNT RESPONSIBILITY

Who is responsible for this account?: ____________________________________________________________________________ 
                                                             (Last Name)                                       (First Name)                                               (Middle Initial)

Responsibly Party’s Relationship to Patient: _________________________

Responsibly Party’s Social Security #: _________________________

DENTAL INSURANCE INFORMATION

Dental Insurance Company: ____________________________________________________

Dental Insurance Group #: _____________________________________   Dental Insurance Policy #: _____________________________________ 

Dental Insurance Company Address: _____________________________________   City: ___________________   State: ________   Zip: ________

Dental Insurance Company Business Phone #: ______________________

PHYSICIAN INFORMATION

Physician Name: ____________________________________________________  Phone #: _____________________

Date of Last Physical: ____/___/____


