
 

Patient’s Name____________________________________________ Age_______ Date of Birth__________ 

Address __________________________________________Apt #_______Preferred Name_______________ 

City ___________________________________________State ________________ Zip __________________ 

Phone Home ___________________ Cell ______________________ Work ___________________Ext _____ 

E-mail ___________________________ SSN# _________________________          FEMALE           MALE    

Marital Status:  SINGLE   MARRIED    WIDOWED    DIVORCED     Driver License# ______________________________ 

Person Responsible for the Account _______________________________ Relation ____________________ 

Emergency Contact___________________________ Relation______________ Phone __________________ 

Insurance Company______________________________ Phone #___________________________________ 

Subscriber’s Name _________________________________ Relationship to Patient_____________________ 

Subscriber ID #_________________________________ Subscriber’s Date of Birth______________________ 

Employment Status:      FULL TIME   PART TIME   RETIRED   UNEMPLOYED     STUDENT STATUS:   FULL TIME   PART TIME 

Secondary Employer/ Co Name _____________________________ Group# _________________________ 

Secondary Ins Address, City, State, Zip________________________________________________________ 

Sec Ins Company______________________________ Phone #_____________________________________ 

Subscriber’s Name _________________________________ Relationship to Patient_____________________ 

Subscriber ID #_________________________________ Subscriber’s Date of Birth______________________ 

Previous Dentist __________________________________________________________________________ 

How did you hear about us? _________________________________________________________ 

 

___________________________________________             _______________________ 

Signature of Patient or Guardian                                                 Date 


