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PATIENT INFORMATION











        Date ________________________

Patient’s Name _____________________________________ Preferred Name ___________________ Male (  Female (
Birthday __________________ Home Phone ______________________E-mail _________________________________
Phone number for messages and reminder calls ___________________________________________________________
Home Address _______________________________________ City_________________ State ________ Zip _________

Spouse or Parent’s Name ___________________________________________ Cell Phone _______________________

General Dentist ____________________________________________ Approximate Date of Last Exam _____________

Whom May We Thank for Referring You to Our Office_____________________________________________________

Primary Concern ___________________________________________________________________________________

RESPONSIBLE PARTY INFORMATION

Name of Person Responsible for Account ________________________________ Relationship to Patient ____________

Home Address _____________________________________ City __________________ State ________ Zip _________

Home Phone # ______________________ Cell Phone _________________________ Work Phone _________________
Employer _______________________________ Occupation _____________________ E-mail_____________________

Spouse’s Name ________________________ Relationship to Patient _____________ E-mail ______________________
Employer _____________ Work Phone _______________Cell Phone_________________ Occupation ______________
IN CASE OF EMERGENCY CONTACT (Specify someone that does not live in your household)

Name _________________________________ Relationship_____________________ Daytime Phone ______________
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PRIMARY INSURANCE




SECONDARY INSURANCE

Subscriber’s Name ______________________________

Subscriber’s Name ______________________________

Relationship to Patient ___________________________

Relationship to Patient ___________________________


Birth date ____________ SS/ID#__________________

Birth date ___________ SS/ID#___________________


Address (if different from patient)__________________

Address (if different from patient)__________________


City __________________State_______ Zip_________

City __________________State_______ Zip_________


Home Phone______________Cell Phone ____________

Home Phone ______________Cell Phone ___________
Employer _________________ Work Phone _________

Employer _________________ Work Phone _________


Insurance Company _____________________________

Insurance Company _____________________________

Phone #____________________ Group #____________

Phone #____________________ Group #____________

Insurance Address ______________________________

Insurance Address ______________________________

______________________________________________
_____________________________________________

