
Patient Information

Patient Name _________________________________________________ Today’s Date _________________________

Home Address _________________________________________________ Date of Birth _________________________

City / State _____________________________   Zip Code _______________ Home Phone _________________________

Email Address (optional)___________________________________________ Cell Phone __________________________

❑ Check here if you prefer to receive appointment con�rmations by email.  Work Phone _________________________

Patient Social Security #______ - ______ - _______  (We will only use this for insurance purposes, not as as ID#)

Check appropriate box:     ❑ Minor       ❑ Single       ❑ Married       ❑ Divorced       ❑ Widowed       ❑ Separated

Patient Employer Name (or Parent/Guardian) _____________________________________________________________________

Patient Employer Address (or Parent/Guardian) _________________________ City / State ____________________ Zip Code _________

Spouse (if applicable) Name & Employer __________________________________________________ Work Phone ______________

In case of emergency, we will contact your spouse �rst. Please list another emergency contact and phone number.

Emergency Contact Name _______________________________________________ Phone Number ________________________

If you are a college student, Name of School / College ________________________________________________________________

Who may we thank for referring you?     Name__________________________________    ❑ Check here if he/she is a current patient.

❑ Insurance Company        ❑ Phone Book        ❑ Insurance Web Site        ❑ Newspaper        ❑ Other____________________________________

I certify that I have read and understand the information on the reverse page. To the best of my knowledge, the questions on this form have been 
accurately answered. I understand that providing incorrect information about my health/medical history can be dangerous to my health.

Signature: ________________________________________________________________   Date: __________________________________

Dental Insurance

Primary Carrier of Insurance (if di�erent from above)_________________________________________________________________

Primary Carrier:  Social Security  #______ - ______ - _______        Date of Birth ___________________________________________

Relationship to Patient______________________________________ Home Phone _____________ Work Phone ____________

Address ________________________________________________ City / State / Zip__________________________________

Insurance Company_________________________________________ Group # and/or ID # _______________________________

Insurance Co. Address _______________________________________ City / State / Zip_________________ Phone ____________

Do you have any secondary/additional dental insurance?    ❑ Yes    ❑ No       If yes, please provide the necessary information (insurance card/documentation).

Secondary Insurance Company __________________________________ Group # and/or ID # _______________________________

PAYMENT IS EXPECTED AT TIME OF SERVICE UNLESS PREVIOUS ARRANGEMENTS HAVE BEEN MADE. CHECKS, DISCOVER, VISA, MASTERCARD ARE ACCEPTED.

Responsible Party / Insurance Information
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