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Date: __________________ 
 
Patient Information: 
Name: ______________________________________________ Birth date: _____/ _____/ _____ 
Address: _______________________________________________________________________ 
City: ____________________________________ State: ___________Zip Code: _____________ 
Home Phone: ____________________________ Business Phone: ________________________ 
Cell Phone: ______________________________  
Social Security Number: ___________________ Sex:  M   F  
Email Address:__________________________________________________________________ 
 
Whom may we thank for referring you to our office: _________________________________ 
 
Place of Employment/ School Attending: ___________________________________________ 
Address: _________________________________ City: _________________________________ 
 
Account Information: 
Person Responsible for account: ___________________________________________________ 
Address: (if different from above) _________________________________________________ 
Relationship to patient: __________________________________________________________ 
Do you have Dental
Primary Policy Holder: _______________________________ Birth date: _____/_____/ _____ 

 Insurance: Yes   No 

Place of Employment: _____________________________________________________________ 
Insurance Company: _________________________________ Soc. Sec. No.: ________________ 
Ins. Co. Address: _________________________________________________________________ 
City: _____________________________________ State: __________ Zip Code: _____________ 
Group #: __________________________________ ID #: ________________________________ 
 
Do you have Secondary Dental 
 

Insurance:  Yes   No 

Secondary Policy Holder: ____________________________ Birth date: _____/ _____/ _____ 
Address: (if different from above) _________________________________________________ 
Relationship to patient: __________________________________________________________ 
Place of Employment: _____________________________________________________________ 
Insurance Company: _________________________________ Soc. Sec. No.: ________________ 
Ins. Co. Address: _________________________________________________________________ 
City: _____________________________________ State: __________ Zip Code: _____________ 
Group #: __________________________________ ID #: ________________________________ 
 
 



 
 
 

 


