
 

  PLEASE CONTINUE ON BACK 

 

Today’s Date: ________________________________________ 

Patient Name: ________________________________________ 

What You Prefer To Be Called: ___________________________ 

Birthdate: ____________ Age: _____  Male: ____ Female: ____ 

SS#:_______________________________ 

Mailing Address: ______________________________________ 

____________________________________________________ 

____________________________________________________ 

Home Phone: _________________ Cell: ___________________ 

Work Phone: __________________________ 

Email Address: ________________________________________ 

Referred By: 

____________________________________________________ 

Employer: 

____________________________________________________ 

Marital Status:  Minor ____ Single ____ Married ____  

  Divorced ____ Widowed ____ 

Spouse’s Name: _______________________________________ 

Do you have children: Yes ____ No ____ How Many? ____ 

 

Primary Dental Insurance Name: 

_________________________________________ 

Address: _________________________________ 

_________________________________________ 

Phone #: _________________________________ 

ID#: _____________________________________ 

Group #: _________________________________ 

Insured Name: ____________________________ 

Relationship: _____________________________ 

Date of Birth: _____________________________ 

Employer: ________________________________ 

Secondary Dental Insurance Name: 

_________________________________________ 

Address: _________________________________ 

_________________________________________ 

Phone #: _________________________________ 

ID#: _____________________________________ 

Group #: _________________________________ 

Insured Name: ____________________________ 

Relationship: ______________________________ 

Date of Birth: _____________________________ 

Employer: ________________________________ 

 

Person Responsible for Account 

Name: 

____________________________________________________ 

Relationship: _________________________________________ 

Billing Address: 

____________________________________________________ 

____________________________________________________ 

SS#: ________________________________________________ 

Drivers License: _______________________________________ 

Phone Number: _______________________________________ 

Signature: 

____________________________________________________ 

Emergency Contact: ________________________ 

Relationship: _____________________________ 

Phone Number: ___________________________ 

Who is your medical doctor?:  

_________________________________________ 

 


