
PATIENT INFORMATION 

NAME: ________________________________________________ DOB: ____________________ 

ADDRESS: ___________________________________CITY: ____________ ZIP:_______ STATE______ 

EMAIL: ________________________________________ CELL PHONE#______________________  

SSN# ________________________                          CHECK APPROPRIATE BOX: 

     __SINGLE       _ MINOR      _MARRIED      _DIVORCED      _WIDOWED     _SEPERATED 

WHOM MAY WE THANK FOR REFERRING YOU? ____________________________ 

PERSON TO CONTACT IN CASE OF EMERGENCY: _____________________PHONE# _________________ 

RESPONSIBLE PARTY 

NAME OF PESON RESPONSIBLE FOR THIS ACCOUNT : _________________________ SSN _____________ 

 RELATIONSHIP TO PATIENT________________ DOB:___________ CELL# _________________________ 

ADDRESS IF DIFFERENT THAN LISTED ABOVE______________________________________CITY________ ZIP______ 

INSURANCE INFORMATION 

NAME OF POLICY HOLDER:________________________ RELATIONSHIP TO PATIENT:_______________ 

POLICY HOLDER DOB: _____________ POLICY HOLDER SSN # ______________ 

INSURANCE COMPANY: ______________________ SUBSCRIBER/MEMBER ID#_____________________ 

GROUP # / PLAN # __________________ INS DENTAL CUSTOMER SERVICE PHONE #_________________ 

POLICY HOLDER EMPLOYER (BUISNESS NAME)______________________________________________ 

WORK PHONE#_________________________________ 

EMPLOYER ADDRESS: _______________________________ CITY:_________STATE_______ ZIP _______ 

LAST TIME YOU USED YOUR INSURANCE? ____________ 

DO YOU HAVE ADDITIONAL INSURANCE? Y  /  N                 IF SO FILL OUT THE BOTTOM PART 

  

NAME OF POLICY HOLDER:________________________ RELATIONSHIP TO PATIENT:_______________ 

POLICY HOLDER DOB: _____________ POLICY HOLDER SSN # ______________ 

POLICY HOLDERS EMPLOYER:________________________________ WORK PHONE#________________ 

EMPLOYER ADDRESS: _______________________________ CITY:_________STATE_______ ZIP _______ 

LAST TIME YOU USED YOUR INSURANCE? ____________ 


