
 

 

   Patient Information 

 

Patient Name: _______________________________________________________________________ Date: ___________________ 
First                         MI                               Last                 (Preferred Name) 

 
MALE  FEMALE MARRIED SINGLE  CHILD 

Birth Date: ___________________________________________  Social Security #: ________________________________________ 

Phone  (Home): ______________________ (Work) : ______________________Ext:  _______ (Cell): _________________________  

E-mail Address: _________________________________________________________________________________________________ 

Address: ________________________________________________________________________________________________________ 
  Street     Apt#    City   State   Zip Code 

 

Employer Name: _______________________________________ Occupation: ____________________________________________ 

Who can we thank for referring you to our office? _______________________________________________________ 

 
 

Spouse or Responsible Party Information (If different from patient) 

The following is for:   the patient’s spouse    the person responsible for payment 

Name: ___________________________________________________ Relationship to patient:  ______________________________ 

Birth Date: ____________________________________________ Social Security #: ________________________________________ 

Phone  (Home): ______________________ (Work) : ______________________Ext:  _______ (Cell): _________________________ 

Address: ________________________________________________________________________________________________________ 
  Street     Apt#    City   State   Zip Code 

 
 

Dental Insurance Information 

Name of Insured: ______________________________________________________________ is insured a patient?     YES       NO 

Insured’s Employer Name: _______________________________________________________________________________________ 

Insured’s Birth Date:_____________________________SS#: ____________________________Group:_________________________ 

Insurance Name: ___________________________________________ Phone Number:  ____________________________________ 

 
 
 

 


