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PATIENT INFORMATION

Patient Name: _____________________________________________________ Sex:    Male   /   Female

Street Address: ____________________________________________________ Date of Birth ________________

City, State, Zip ___________________________________________________ Social Sec.# ________________

Home Telephone ____________________ Work Phone ____________________ Cell Phone ___________________

If Minor Child – Parent/Guardian Name: ____________________________  E-Mail ___________________________

Married  /  Separated  /   Widowed  /  Divorced  /  Single  /  Partnered for ____ years  /  Minor

Spouse’s Name _______________________________________ Spouse’s Birthdate ________________________

Spouse’s SS#________________________________________ Spouse’s Employer ________________________

Date of Marriage ______________________________________

How Did You Hear About Our Practice? ______________________________________________________________

In case of an emergency who should we contact?

Name _________________________________  Phone #  _______________  Relationship ____________________

RESPONSIBLE PARTY INFORMATION

If patient is under 18 or a full time student who is responsible for this account?

Name ________________________________________________ Social Security # __________________________

Address _____________________________________________ Date of Birth _____________________________

Phone ________________________________   Relationship to Patient ____________________________________

DENTAL  INSURANCE  INFORMATION

Policy Holder Name____________________________________ Relationship To Patient _____________________

Policy Holder Social Security # __________________________ Policy Holder Date of Birth __________________

Employer __________________________________  Occupation ____________________   Hire Date? __________

Work Phone ________________________________________

Insurance Company _________________________________________________ Group # ____________________

Insurance Company Telephone #_______________________________________ Effective Date _______________


