
 

PATIENT INFORMATION 

 

NAME_______________________________________DATE OF BIRTH___________________ SS#___________________________ 

 

ADDRESS ________________________________________CITY/ZIP________________________HOME PHONE_______________ 

 

EMPLOYER___________________________________________ ADDRESS______________________________________________ 

 

WORK PHONE___________________CELL PHONE______________________EMAIL_____________________________________ 

 

PLEASE TELL US, WHO REFERRED YOU TO OUR OFFICE? ________________________________________________________ 

 

WHO IS YOUR GENERAL DENTIST? ____________________________________________________________________________ 

 

 

RESPONSIBLE PARTY (IF OTHER THAN PATIENT) 

 

NAME_______________________________________DATE OF BIRTH___________________SS#____________________________ 

 

ADDRESS________________________________________CITY/ZIP________________________HOME PHONE________________ 

 

EMPLOYER___________________________________________ADDRESS_______________________________________________ 

 

WORK PHONE_____________________________________________________CELL PHONE_______________________________ 

 

 

SPOUSE OF RESPONSIBLE PARTY 

 

NAME_______________________________________DATE OF BIRTH___________________SS#____________________________ 

 

ADDRESS_________________________________________CITY/ZIP______________________ HOME PHONE________________ 

 

EMPLOYER___________________________________________ADDRESS_______________________________________________ 

 

WORK PHONE_____________________________________________________CELL PHONE_______________________________ 

 

 

NEAREST LIVING RELATIVE (NOT LIVING WITH YOU) 

 

NAME_____________________________RELATIONSHIP____________________________PHONE_________________________ 

 

 

ADDITIONAL PERSON TO CONTACT IN CASE OF EMERGENCY (NOT LIVING WITH YOU) 

 

NAME_____________________________RELATIONSHIP____________________________PHONE_________________________ 

 

 

DENTAL INSURANCE INFORMATION 

 

PRIMARY DENTAL INSURANCE______________________________________ADDRESS_________________________________ 

 

PHONE_____________________________POLICY#______________________GROUP#____________________________________ 

 

NAME OF INSURED____________________________________________________________________________________________ 

 

SECONDARY DENTAL INSURANCE_______________________________ADDRESS_____________________________________ 

 

PHONE_____________________________POLICY#______________________GROUP#____________________________________ 

 

NAME OF INSURED____________________________________________________________________________________________ 

 


