
Patient Information

Patient Legal Name: ____________________________________ Preferred Name: __________________

Birthdate: _______________________ Social Security #: __________________________

Mailing Address: ____________________________________________________

City: ______________________________ State: ______________________ Zip: _______________

Home Phone: _______________ Cell Phone: __________________ Work Phone__________________

Email Address: _________________________________________ Sex:   ____M  ____F

Marital Status: ____Single ____Married ____Divorced ____Separated ____Partnership ____Widow

Spouse, Partner or Parent Name: _________________________________

How did you learn about our practice? _____________________________________________

Name: _______________________ Relationship to you: ___________ Phone #: _________________

Subscriber Name: ____________________________ Relationship to patient: _______________________

Subscriber Birthdate: _____________________ Subscriber Social Security #: _______________________

Subscriber Employed By: _________________________________________

Insurance Company: _____________________________________ Phone: __________________________

Group #: ________________________________ Subscriber ID #: _________________________________

Subscriber Name: ____________________________ Relationship to patient: _______________________

Subscriber Birthdate: _____________________ Subscriber Social Security #: _______________________

Subscriber Employed By: _________________________________________

Insurance Company: _____________________________________ Phone: __________________________

Group #: ________________________________ Subscriber ID #: _________________________________

 ____I currently DO NOT have any dental insurance

Emergency Contact:

Dental Insurance Information

If you have additional dental insurance pleases complete the following:


