PATIENT  INFORMATION __ SHEET

THANK YOU, for selecting us. To help us meet all your dental health needs, PLEASE fill out form
completely. All information is held secure and protected by our office to conform HIPPA regulations.

Patient’s Name: ( ) Date:
First M Initial Last (PERFERRED NAME)
Patient’s Birth date: Patient’s Social Security No.
Is Patient: Male  Female Is Patient: S M _ Divorced  Widowed  Minor Child

IF Minor, Parent’s Or Guardian’s Name:

First M Initial Last
Address:
Street/PO Box City State ZIP
Home Landline Phone: Cell Phone: E-Mail:
Driver’s License Number: Social Security No:
Employer: Wk Phone: X
Employer Address: How Long?
Address City State ZIP
Closest Relative NOT living in Household: &
Name CELL & Home Landline Phone #
Person to Call in Case of Emergency (Other Than Spouse):
&
Name Address CELL & Home Landline Phone #
Referred to Our Office By:
SPOUSE INFORMATION:
Full Name of Spouse: Birth date:
SS#: Phone: Cell or Home
Occupation: Employer: How Long:
Employer Address:
Street City State ZIP
Work Phone # ( ) X
PERSON RESPONSIBLE FOR ACCOUNT:
Name: (If different from Patient) Birth date:

SS#: Driver’s License #:




Home Address:

Street/PO Box City State ZIP
Home Landline Phone: Employer:
Work Phone: Relationship to Patient:

PLEASE, TURN form OVER and COMPLETE ALL INFORMATION, SIGN AND DATE, THANKS

I have NO dental insurance to cover any of my dental treatment.

Otherwise, complete information below.

DENTAL INSURANCE - PRIMARY INSURANCE
Full Name of Person Carrying Ins:

First M TInitial Last

SS#: Personal ID#:

Both of these numbers must be provided for us to file your insurance.

Birthdate: Relationship to Patient:

Name of Employer Carrying Ins:

Dental Insurance Carrier: Group Number:

Ins. Address: Phone #:

DENTAL INSURANCE - SECONDARY INSURANCE

Full Name of Person Carrying Ins:

First M Initial Last

SS#: Personal ID#:

Both of these numbers must be provided for us to file your insurance.

Birthdate: Relationship to Patient:

Name of Employer Carrying Ins:

Dental Insurance Carrier: Group Number:

Ins. Address: Phone #:




I certify that I (the patient or parent/guardian of patient) have completed all information
to the best of my knowledge. Regardless of any insurance, I am totally responsible for
total balance of the account for all professional services performed on my behalf or
dependent(s).

Signature of Patient (or parent/guardian, if minor) Today’s Date
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