
UPDATE OF PATIENT INFORMATION 
Please complete the patient’s name and only the information which has changed. 

 
 
 
 

Patient Name: ___________________________________________________________________ 
 
Street Address: _________________________________________________________________ 
 
City: ___________________________________________  State: _________  Zip: ____________ 
 
Phone:   (         )   _______-__________      Home / Work / Cell        Patient  /  Mom  / Dad 
 
E-Mail: _________________________________________________________________________ 
 
Primary Care Dentist: ____________________________________ Phone: ____________________ 
 
Oral Surgeon: __________________________________________ Phone: ____________________ 
 
 
 
 

Medication and Medical Information Changes: 
 
 
I hereby certify there has been no change in this patient’s medical condition and/or medications. 
 
 
______________________________________        __________ 
Signature      Date 
 
______________________________________ 
Printed Name 
 
 
 

Insurance Plan Changes: 
 
If there are any changes in the patient’s dental or orthodontic insurance information, please complete the 
following: 
 
 
__ New dental insurance to be added. 
 
__ Previous dental insurance no longer covered. 
 
 
Insurance Name: ________________________________________ 
 
Primary Insured’s Name: __________________________________ 
 
Plan #: ________________________________________________ 
 
Group Name or #: ________________________________________ 
 
Effective Date: __________________________________________ 


