
 
 

Patient Information 
 

Please Print  
 
Title: ____ First Name: ____________________________ Mid: ______________________ Last: ___________________________ 
 
Preferred Name:______________________________________________  Marital Status: _________________________________ 
 
Address: _____________________________________________ City: ______________________  State: ______  Zip: __________ 
 
Home Phone: ________________________  Work Phone: ________________________  Cell Phone: ________________________  
 
Patient Social Security #___________-_______-___________   Patient Date of Birth: _____________________  Sex:   M          F  
 
 
Email Address: ___________________________________________________    May we contact you by email?    Yes            No  
 
Emergency Contact: __________________________________________________ Phone: _________________________________ 
 
 
How did you hear about our office? ______________________________________________________________________ 
  *If patient is under the age of 18, Parent or Guardian please fill out below: 
 
Parent/Guardian Name_______________________________________________________________________________________ 
 
Date of Birth:____________________________  Social Security #_________-______-_________   
 
 
Insurance Information 
 

Do you have Dental Insurance?    Yes            No 
 

                                     Primary Insurance                                                                      Secondary Insurance 

Subscriber Name:__________________________________                    Subscriber Name___________________________________ 

Subscriber SSN: ___________________________________  Subscriber SSN: ___________________________________ 

Date of Birth: _____________________________________                     Date of Birth: _____________________________________ 

Relationship to Subscriber:      Relationship to Subscriber: 

          Self            Spouse            Child            Other                      Self            Spouse            Child            Other 

Employer Name: ___________________________________  Employer Name: ___________________________________ 

Employer Phone: ___________________________________  Employer Phone # __________________________________ 

Insurance Company: ________________________________  Insurance Company: ________________________________ 

Insurance Group # __________________________________                 Insurance Group #__________________________________ 

Insurance Phone # __________________________________  Insurance Phone #__________________________________ 

Insurance Address: __________________________________  Insurance Address: _________________________________ 
 

*Please present insurance card and Drivers License* 


