
  Welcome 
Please take a few moments to fill out this form.  

We look forward to helping with your dental care. 
 

Pat ien t  In format ion   Date:  
Name: _________________________________________________________ Soc. Sec #: _______________________ 

Last Name                    First Name                        Initial  

Address: ______________________________ Home Phone: _______________ Cell Phone: __________________ 

City: ___________________________ State: _________ Zip: ____________________ Gender:      M        F 

Age: ____________ Birthdate: _______________ Single       Married       Widowed      Separated       Divorced 

Email Address: ______________________________________ Employed By: ________________________________ 

Occupation: ________________________________ Business Phone: _______________________________________ 

General Dentist: ____________________________________________________________________________________ 

In case of emergency, who should be notified? __________________________ Phone: __________________ 
 

Pr imary Insurance    

Person responsible for Account:  ______________________________________________________________________ 
                                                                      Last Name                                   First Name                               Initial 

Relation to Patient: ______________________ Birthdate: ____________ Soc. Sec #: _________________________ 

Address (if different from patient’s): __________________________________________ Phone: ________________ 

City: _____________________________ State: _____________________ Zip: ______________________________ 

Person Responsible Employed by: ______________________________________ Occupation: _________________ 

Business Address: __________________________________________ Business Phone: ________________________ 

Insurance Company: ________________________________________________________________________________ 
                                            Name                                                   Address                                                   City 

Phone: ______________________ Group/Plan#: ______________________ Subscriber ID#: __________________ 
 

Secondary Insurance    

Person responsible for Account:  ______________________________________________________________________ 
                                                                      Last Name                                   First Name                               Initial 

Relation to Patient: ______________________ Birthdate: ____________ Soc. Sec #: _________________________ 

Address (if different from patient’s): __________________________________________ Phone: ________________ 

City: _____________________________ State: _____________________ Zip: ______________________________ 

Person Responsible Employed by: ______________________________________ Occupation: _________________ 

Business Address: __________________________________________ Business Phone: ________________________ 

Insurance Company: ________________________________________________________________________________ 
                                            Name                                                   Address                                                   City 

Phone: ______________________ Group/Plan#: ______________________ Subscriber ID#: __________________ 

 


