
WELCOME     Date ______________ 

 

Patient Information  
 

________________________ ______________________ ____  _________________ 
Last Name      First Name    Initial    Preferred Name 

 

_______________________________________________________________________________ 
Street     Town   State   Zip Code 

 

_____________________ _________________  ____________________________ 
Social Security #   Date of Birth   Email Address 

 

_____________________ _________________  ____________________________ 
Home Phone #   Work Phone #   Cell Phone # 

 

 

Whom may we thank for referring you to our practice? _________________________________ 

 

 

Person to Contact in Case of Emergency ________________________ Phone _______________ 

 

Check Appropriate Box: □Single □Married □Divorced  □Student 

 

Patient’s or Parent’s Employer ____________________________ Work Phone _____________ 

 

 

Responsible Party 
If Patient is a Minor, Person Responsible _________________________  Phone #____________ 

 

Dental Insurance Information 
 

Name of Insured ____________________________ Relationship to Patient ________________ 

Date of Birth ________________   Soc. Sec. # _________________  

 

Insurance Company ______________________________________________  

 

Group # ____________________  Subscriber ID# ____________________ 

 

Insurance Company Phone Number ________________________________________ 


