
     

 

Patient Information 

Name: ________________________________________________ ___    Preferred Name: _________________________________________ 

Email: __________________________________________________________________________________________________________________ 

Sex: M / F  Birth Date: ________ /________ /_________   SS#:_______________________________________ 

Whom may we thank for referring you to our practice?__________________________________________________________ 

Person Responsible for Account  

Name of responsible party: ____________________________________________________________________________________________ 

Relationship to patient (Circle): Self   Spouse   Parent   Other: _____________________________________________________ 

Home Address: ___________________________________________ City: ____________________ State: ___________Zip: ____________ 

Home #: _________________________________Work #: ____________________________ Mobile #: ______________________________ 

Email: _____________________________________________________________________________________ 

Birth Date: ____ /____ /_______  SS#:_______________________________________ 

Contact Information 

In the event of an emergency, whom should we contact? Name ___________________________________________________ 

Relationship_____________________ Home #: _________________ Work #: ________________ Mobile #: _____________________  

Home #: ____________________________ Work #: __________________________    Mobile #: _________________________________ 

How did you first hear about our office? (circle one): 

Another Patient Another Dental Office Brochure Online Search 
Facebook Work School Insurance Website 
Sign –Drive by Walk in Other:______________________  
 

Family Status (circle):   Single    Married    Divorced     Child  Spouse’s Name: __________________________ 

Home Address: ___________________________________________ City: ____________________ State __________ Zip: ____________ 

What is the best way to communicate with you?   



     

 

Insurance Information (Primary) 

Name of Insured: _________________________________________ Relationship to patient: ______________________________ 

Insured Birth Date:  ____ /____ /_______                         

Insurance Plan Name: ____________________________________ Insurance Co Phone #: _______________________________ 

Claims Address _____________________________________________________________________________________________________ 

City, State, Zip _____________________________________________________________________________________________ 

Group #: __________________________________________     ID #: __________________________________________________________  

Insurance Information (Secondary) 

Name of Insured: _________________________________________ Relationship to patient: _______________________________ 

Insured Birth Date:  ____ /____ /_______                         

Insurance Plan Name: ____________________________________ Insurance Co Phone #:_________________________________ 

Claims Address ______________________________________________________________________________________________________ 

City, State, Zip ______________________________________________________________________________________________ 

Group #: __________________________________________     ID #: ___________________________________________________________  

Employment Information 

Employer Name: ___________________________________________________ Phone: _________________________________________ 

Address: ______________________________________________________________________________________________________________ 

City, State, Zip: _______________________________________________________________________________________________________ 
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