
 
 
Patient’s Name: ________________________________ Sex:   M    F      Birthdate: _________ Age: _____ 
 
Address: ____________________________________________ City: ________________ Zip: _________ 
 
Home: ________________________ Cell: ________________________ Work: ______________________ 
 
E-mail address: __________________________________________ 
 
Please Circle One:    Single Married Separated Widow 
 
Occupation: ________________________________ Employer: __________________________________ 
 
Social Security Number: ______________________________ Are you a full time student: Yes No 
 
 
 
Today’s Date: ____________________ Reason for today’s visit: _________________________________ 
 
How did you hear about our office? ________________________________________________________ 
 

 
Person responsible for account: __________________________ Relation to patient: _________________ 
 
Name of spouse (Parent if minor) ________________________ Employer: __________________________ 
 
Social Security Number: ______________________________ E-mail Address: ______________________ 
 
Cell: ________________________ Work: ______________________ 
 

Emergency Information:  
Name of a relative:__________________________________________ Relation to patient: ____________  
 
Address: ______________________________________________ Phone: __________________________ 
 
 

Dental Insurance Information:  
Primary 
Insured’s name: ______________________________ DOB:___________ SS# or ID#:_________________ 
 
Insured’s employer: ___________________________ Insurance Company: _________________________ 
 
Insurance company address: ___________________________________ City: _______________________ 
 
State: ___________ Zip: _____________ Phone: ________________________ Group #: ______________ 
 
Secondary 
Insured’s name: ______________________________ DOB:___________ SS# or ID#:_________________ 
 
Insured’s employer: ___________________________ Insurance Company: _________________________ 
 
Insurance company address: ___________________________________ City: _______________________ 
 
State: ___________ Zip: _____________ Phone: ________________________ Group #: ______________ 


