
DR. AAKASH MEHANDRU, DMD
       ADVANCED PERIODONTICS, DENTAL IMPLANTS, 

LASER THERAPY 

1706 BEALL AVENUE   WOOSTER, OH 44691         750 E. WASHINGTON STREET SUITE B-2  MEDINA OHIO 44256 

330-264-5851 www.mlperio.com 330-725-6151

Today’s Date _______________ Email:___________________________________ 

Mr/Mrs/Ms/Miss __________________________Birthday ____________SS# _________________ 

City ______________State______ZipAddress ___________________ _____________ _________

Cell Phone  __________________ Business Phone _____Home Phone _____________ _________

Marital Status _______Spouse’s Name __________________________SS#__________________ 

Spouse’s Contact Phone Number  _______________________ Spouse’s Birthdate _____________

Person Responsible for This Account ___________________Relation to Patient _______________ 

Parent’s Name (If Patient is a Minor)   _________________________________________________ 

Parent’s Address (If Different From Above)  ____________________________________________ 

Parent’s Contact Phone Number_____________________________________________________ 

Patient or Parent’s Employer   _______________________________________________________ 

Employer Address ___________________________City ____________State ______Zip________ 

Spouse’s or Parent’s Employer ______________________________________________________ 

Spouse’s Employer Address _________________________________City____________________ 

Spouse’s Employer State _______________________Zip______________________ 

Referred to This Office By___________________________________________________________ 

General Dentist’s Name ____________________________________________________________ 

Signature of Patient  _______________________________________________________________ 

Parent’s Signature_________________________________________________________________ 
 (If Patient is a Minor) 

IF YOU HAVE ANY DENTAL INSURANCE AND WANT OUR OFFICE TO SUBMIT IT FOR YOU, 
YOU MUST BRING A COMPLETED INSURANCE FORM OR AND INSURANCE CARD TO OUR 
OFFICE AND FILL OUT THE BACK PAGE OF THIS FORM.  OTHERWISE, WE WILL NOT BE 
ABLE TO FILE INSURANCE FOR YOU. 

http://www.mlperio.com/
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