
PATIENT INFORMATION

Patient Name:___________________________________________________ Birthdate: ___________________

Address: ___________________________________________________________________________________

City: ____________________________________________  State: _________________ Zip: _______________

Phone: _______________________ Cell Phone: __________________ Work Phone: _____________________

Email: ____________________________________ Soc Sec #: ________________________________

Sex  F □ M □ Single □ Married □ Separated □ Divorced □ Widowed □ Referred by: _____________________
Person Filling out form  Self □ Other □, Relationship to patient: _______________________________________

Primary Dental Insurance
Ins. Co. Name _____________________________
Address: _________________________________
_________________________________________
Phone: ___________________________________
Subscriber Name: __________________________
Soc Sec #: ________________________________
Group#: _____________ Birthdate: ___________
Employer Name: __________________________
Address: _________________________________
_________________________________________
Phone #: _________________________________

Secondary Dental Insurance
Ins. Co. Name _____________________________
Address: _________________________________
_________________________________________
Phone: ___________________________________
Subscriber Name: __________________________
Soc Sec #: ________________________________
Group#: _____________ Birthdate: ___________
Employer Name: __________________________
Address: _________________________________
_________________________________________
Phone #: _________________________________

Primary Medical Insurance
Ins. Co. Name _____________________________
Address: _________________________________
_________________________________________
Phone: ___________________________________
Subscriber Name: __________________________
Soc Sec #: ________________________________
Group#: _____________ Birthdate: ___________
Employer Name: __________________________
Address: _________________________________
_________________________________________
Phone #: _________________________________

Work Information
Employer: _______________________________
Address: _________________________________
_________________________________________
Phone: ________________ Ext: ______________
Occupation:________________________________
Student: School____________________________
Has any family member been a patient in our
office? Yes □ No □

Person Responsible for account: _______________________ Relationship to patient: _________________
Address (if different from above): __________________________________________________________
___________________________________________________ Phone: ____________________________

Emergency Contact: ____________________________________ Phone: __________________________

Authorization to treat: __________________________________________ Date: ______________________


