                                                                                 Patient information
   Mr.  Mrs.  Ms.  Dr.  Rev.  Other: _________________________________________________________

  Patient’s name: ______________________________________________________________________________




First

  middle   
 
last

nick name
  Birth date: _______________________
Age: ___________ SS#:____________________ Sex: M    F 
  Home phone: ____________________
Business phone: _______________________ Cell phone: ___________________

  Address: ______________________________________________________________ 


_______________________________________________________________ E-MAIL_________________________



City


state


zip code
  Occupation: ___________________________________________________________

  Dentist: _______________________________________________________________

  Who may we thank for referring you to our office? _____________________________

  Related patients that have been in our office: __________________________________

Responsible Party Information
  Mr.  Mrs.  Ms.  Dr.  Rev.  Other:_________________________________________________________

  Responsible party name: ______________________________________________________________________





First


middle



last
  Birth date: _____________________

SS#_______________________________

  Home phone: ___________________ Business phone: _____________________ Cell phone: ______________________

  Address: ______________________________________________________________


  ______________________________________________________________



City



state


zip code
  Relationship to patient: __________________________________________________

  Is this responsible party financially responsible for charges?  Yes   No
  Is this the primary person who brings patient to appointments?  Yes   No
Dental Insurance Information
  Insurance company: ____________________________________________________

  Address of insurance company: ___________________________________________

  Insured’s Employer_________________________________________

  Phone number of insurance company: ______________________________________

  Group number: __________________________
ID number:_________________________________________

  Name of person that holds insurance: _________________________ Birth date of insured:_________________

  Address of insured: _________________________________ SS# of insured: ___________________________

  Home number of insured: ____________________________ Cell number of insured: ______________________  

Dental Secondary Insurance Information
   Insurance company: __________________________________________________________________________

  Address of insurance company: _________________________________________________________________   

  Insured’s employer: ____________________________________________________________

  Group number: ____________________________ ID number: ________________________________________

  Name of person that holds insurance:__________________________ Birth date of 2nd insured:_______________           

  Address of insured: ___________________________________________________________________________

  Home phone of 2nd insured: ______________________ Cell phone of 2nd insured: _________________________


