
WELCOME TO OUR OFFICE 
ABOUT YOU THE PATIENT 
 
NAME: __________________________________________________________________ 
FIRST            MIDDLE   LAST 
ADDRESS: _______________________________________________________________ 
__________________________________________ZIP CODE______________ 
PHONE#  HM____________________________ WK______________________________ 
CEL____________________________ EMAIL____________________________ 
FEMALE___   MALE___           STATUS: SINGLE__ MARRIED__ DIVORCED__ WID.__ SEP.__ 
BIRTHDATE:___/____/________ SOCIAL SECURITY NUMBER:___________________ 
EMPLOYER:___________________ DRIVERS LICENSE NUMBER:___________________ 
 
FULL TIME STUDENT__ WHERE________________ FAMILY MEMBER PATIENT HERE____ 
________________________________________________________________________ 
ABOUT RESPONSIBLE PARTY 
 
NAME: __________________________________________________________________ 
FIRST            MIDDLE   LAST 
ADDRESS: _______________________________________________________________ 
__________________________________________ZIP CODE______________ 
PHONE#  HM____________________________ WK______________________________ 
CEL____________________________ EMAIL____________________________ 
FEMALE___   MALE___           STATUS: SINGLE__ MARRIED__ DIVORCED__ WID.__ SEP.__ 
BIRTHDATE:___/____/________ SOCIAL SECURITY NUMBER:___________________ 
EMPLOYER:___________________ DRIVERS LICENSE NUMBER:___________________ 
________________________________________________________________________ 
WHOM MAY WE THANK FOR REFFERING YOU? ___________________________________ 
 
PERSON TO CONTACT IN CASE OF EMERGENCY? __________________________________ 
                                                                                               PHONE:____________________________ 
PRIMARY DENTAL INSURANCE 
INSURANCE CO. NAME: _____________________________________________________ 
ADDRESS: _____________________________________________________ 

PHONE #:______________________________________________________ 
GROUP#:______________________  NAME OF EMPLOYER:______________ 

NAME OF INSURED_____________ SSI__________________ BD _____/_____/________ 
 
SECONDARY DENTAL INSURANCE 
INSURANCE CO. NAME: _____________________________________________________ 
ADDRESS: _____________________________________________________ 

PHONE #:______________________________________________________ 
GROUP#:______________________  NAME OF EMPLOYER:______________ 

NAME OF INSURED_____________ SSI__________________ BD _____/_____/________ 
________________________________________________________________________ 
 


