
  

  

 
 

Patient Information 
 
Name_____________________________________________________ □ Male      □ Female      Title:  □ Mr.      □ Mrs.      □ Ms.      □ Dr.   
 
Address_______________________________________________City________________________State_______Zip_________________ 
 
Home Phone____________________________ Work Phone_____________________________ Cell Phone________________________ 
 
Nickname_______________ Email__________________________________ SS #______________________ Date of Birth____________ 
 
Employer________________________________________________________________________________________________________ 
 
Employer Address________________________________________ City_____________________ State________ Zip________________  

 
Referring Dentist_________________________________________ General Dentist___________________________________________ 
 
□  Premedication required 
 
 
Person Responsible for Account/Payment______________________________________________ Relationship____________________ 
 
Please fill out if different from patient: 
 
Name_____________________________________________________ SS #______________________ Date of Birth________________ 
 
Address_______________________________________________City________________________State_______Zip_________________ 

 
Home Phone____________________________ Work Phone_____________________________ Cell Phone________________________ 

 
 
 
 
Dental Insurance □ Yes     □ No   
 
Primary Insurance Carrier____________________________________ Insurance Company Phone Number_______________________ 
 
Address to submit claims__________________________________________ City___________________ State_______ Zip____________ 
 
Name of Policyholder_________________________________________ SS #______________________ Group #____________________ 
 
Employer_____________________________________ Work Phone___________________________ Date of Birth__________________ 

 
 

Secondary Insurance Carrier________________________________________ Insurance Company Phone Number_________________ 
 
Address to submit claims__________________________________________ City___________________ State_______ Zip____________ 
 
Name of Policyholder________________________________________ SS #______________________ Group #_____________________ 
 
Employer_____________________________________ Work Phone___________________________ Date of Birth__________________ 
 
 
All of the above information is true to the best of my knowledge. 
 
 
 
_______________________________________________________________   ________________________________________ 
Signature of Patient/Guardian                       Date 
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