
PATIENT INFORMATION:
DATE:_______________________

WHOM MAY WE THANK FOR REFERRING YOU TO OUR 
OFFICE______________________________________

PATIENT’S NAME_______________________________________________ Married Divorced
First MI Last Single Widowed

NAME OF SPOUSE (OR PARENTS, IF CHILD)
____________________________________________________

First MI Last
ADDRESS________________________________________________________________________________
_

Street APT# City State Zip
TELEPHONE_____________________  BIRTHDATE___________________ 
SS#_________________________

IN CASE OF EMERGENCY WHOM SHOULD WE 
CONTACT___________________________________________

Name Telephone
PERSON RESPONSIBLE FOR ACCOUNT: (PLEASE CHECK ONE)
PATIENT SPOUSE PARENT GUARDIAN

_________________________________________
Guardian’s Name

DRIVER’S LICENSE NO.___________STATE OF ISSUE_____ 
________________________________________

Guardian’s Billing Address
NEAREST RELATIVE NOT LIVING WITH YOU 
______________________________________________________

Name Telephone
EMPLOYMENT INFORMATION:
PATIENT (PARENT) EMPLOYED 
BY______________________________________________________________

BUSINESS 
ADDRESS_________________________________________________________________________

Street City State Zip
PRESENT POSITON____________________________________  WORK TELEPHONE 
NO.__________________
SPOUSE EMPLOYED 
BY_______________________________________________________________________
BUSINESS 
ADDRESS__________________________________________________________________________

Street City State Zip
PRESENT POSITON____________________________________  WORK TELEPHONE 
NO.___________________
INSURANCE INFORMATION: IS PATIENT COVERED BY DENTAL INSURANCE? YES

NO
DENTAL INSURANCE 
CO.______________________________________________________________________
COMPLETE MAILING 
ADDRESS_________________________________________________________________

Street City State Zip



SUBSCRIBERS FULL 
NAME________________________________________BIRTHDATE____________________

First MI Last
SUBSCRIBERS SOCIAL SECURITY NUMBER__________________________ GROUP 
NO.____________________
EMPLOYER_______________________________________________________________________________
__

Name Street City State Zip
ARE YOU COVERED BY ANY OTHER DENTAL INSURANCE? YES NO IF 
YES:
DENTAL INSURANCE CO._________________________________  GROUP 
NO.__________________________


