
 

 

 

Date_____________ 
Patient Information 

 

Patient’s name___________________________________________________________ Nickname _____________________________ 

 

Address_________________________________________ City____________________________ State___________ Zip___________ 

 

Birthdate_________________  Age_______  Sex___M____F 

 

Home phone________________________ Mom’s cell ___________________________  Dad’s cell_____________________________ 

 

Name of General Dentist  ________________________Whom may we thank for referring you to our office?______________________ 

 

Patient/Responsible Party Information 

 

 

Name____________________________________________________  DOB______________________  Material Status ____________ 

 

Address_________________________________________ City____________________________ State___________ Zip___________ 

 

How long at this address___________________ Social Security # ___________________________ 

 

Employer ______________________________________ Occupation __________________________________ How long?_________ 

 

Home phone __________________________  Cell phone __________________________  Work phone_________________________ 

 

Email address ___________________________________________  Relationship to Patient___________________________________ 

 

 

 

Name____________________________________________________  DOB______________________  Material Status ____________ 

 

Address_________________________________________ City____________________________ State___________ Zip___________ 

 

How long at this address___________________ Social Security # ___________________________ 

 

Employer ______________________________________ Occupation __________________________________ How long?_________ 

 

Home phone __________________________  Cell phone __________________________  Work phone_________________________ 

 

Email address ___________________________________________  Relationship to Patient___________________________________ 

 

Insurance Information 

 

Policy holder’s name_____________________________Relationship to patient__________________ S.S.N #_____________________ 

  

Dental Insurance Company name_________________ _______Group # __________________________ Phone #__________________ 

 

Do you have secondary insurance? _____Yes  _____No 

 

Policy holder’s name_____________________________Relationship to patient__________________ S.S.N #_____________________ 

  

Dental Insurance Company name_________________ _______Group # __________________________ Phone #__________________ 

 
Emergency Information 

 

Name of nearest relative not living with you ______________________________________ Phone #____________________________ 

 

Address ______________________________________________________________________________________________________ 


