
Thank you for selecting our dental healthcare team!  We will strive to provide you 
with the best possible dental care. To help us meet all your dental healthcare 

needs, please fell out this form completely in ink.  If you have any questions or 
need assistance. Please ask us & we will be happy to help! 

  

         
  
  

Patient Information (CONFIDENTIAL) 

  
Name ____________________________________________   Birthdate  
_________________________________ 
Address  ____________________________________________      Home 
Phone  ___________________________ 
City  ______________________     State  _____    Zip  ______________   
Cellular  __________________________ 
Check Appropriate:   ___ Minor   ___ Single   ___ Married   ___ Divorced   ___ 
Widowed   ___ Separated  
If Student, Name of School/College   __________________________   City 
_______________________________ 
Patient or Parent Employer  __________________________  Work Phone  
_______________________________ 
Business Address  ___________________________ City 
_________________________  State  ____  Zip _______ 
Spouse or Parent’s Name  ___________________ Employer  
_____________________  Work Phone __________ 
Person to Contact in Case of Emergency  
___________________________________  Phone  
_________________ 
Whom May We Thank for Referring You?  
________________________________________________________
_ 
  
 E-Mail:__________________________________________________ I would like to 
receive appointment reminders via e-mail   Yes     No 

Responsible Party   

  
Name of Person Responsible for this Account 
____________________________   Relationship _______________ 
Address  ____________________________________________      Home 
Phone  ___________________________ 



Driver’s License #  ___________________   Birthdate  ___________  
Financial Institution __________________ 
Employer  _______________________  Work Phone ________________  
SSN # __________________________ 
Is this person Currently a Patient in our Office?    ___  Yes   ___ No  
For your convenience, we offer the following methods of payment.  Please check the 
option you prefer.  
 __ Payment in full at each appointment     __ Master Card, Visa or Discover     __ I 
wish to discuss other options 

  

Insurance Information 

  
Name of Insured _______________________   Relationship to Patient 
_______________  Birthdate __________ 
Name of Employer  _______________________  Work Phone 
________________  SSN #  __________________ 
Address of Employer  __________________________   City  
___________________  State  ____  Zip _________ 
Insurance Company  
________________________________________________________
____________________   
Insurance Co. Address  ______________________________  City  
______________  State  ____  Zip __________ 
Group #  ___________________________  Policy Name or #  
__________________________________________ 
Deductible  _______________________________  Max. Annual Benefit  
_________________________________ 
  

Secondary Insurance (if applicable) 

  
Name of Insured _______________________   Relationship to Patient 
_______________  Birthdate __________ 
Name of Employer  _______________________  Work Phone 
________________  SSN #  __________________ 
Address of Employer  __________________________   City  
___________________  State  ____  Zip _________ 
Insurance Company  
________________________________________________________
____________________   
Insurance Co. Address  ______________________________  City 
 ______________  State  ____  Zip __________ 
Group #  ___________________________  Policy Name or #  
__________________________________________ 
Deductible  _______________________________  Max. Annual Benefit  
_________________________________ 
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