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Scott A. Olson DDS PLLC

We are pleased to welcome you to our practice. Please take a few minutes to fill out this form as completely as you can. If you have any questions, we’ll be glad to help you. We look forward to working with you in maintaining your dental health.
CONFIDENTIAL PATIENT INFORMATION
Name _________________________________________________________________________ Sex: Male ____ Female ____


First


   Middle 


Last
Residence ______________________________________________________________________________________________



Street



City



State


Zip

Mailing Address ________________________________________________________________________________________



Street



City



State


Zip

Home Phone ____________________Mobile Phone _____________________ Work Phone _________________________
Email Address _____________________________________ Contact Method Phone ___ Email ___ Text Message ___
Social Security # _________________________ Birth date ___________________ Relationship to Patient ___________
Employer ________________________________ Occupation _____________________________ Years Employed _____
Spouse’s Name _______________________________________________________ 



   First


Middle 


Last
Employer ________________________________ Occupation _____________________________ Years Employed _____
Social Security # _________________________ Birth Date _________________ Work Phone _______________________
Whom may we thank for referring you to our office? _____________________________________________________
INSURANCE INFORMATION
Policy Holder’s Name ______________________________________________________ SSN: ________________________
Insurance Company ______________________________________________ Phone Number _________________________
Identification Number ________________________________ Group Number ________________ Birth Date ____________
Policy Holder’s Employer _________________________________________________________________________________
Do you have dual coverage?
❒Y ❒N
If yes, enter information below.
Policy Holder’s Name _______________________________________________________ SSN: ________________________
Insurance Company _____________________________________________ Phone Number __________________________
Identification Number ____________________________________Group Number _______________ Birth Date _________
Policy Holder’s Employer ________________________________________________________________________________
EMERGENCY CONTACT INFORMATION
Name __________________________________________________________________________________________________
Complete Address ______________________________________________________________________________________
Phone _________________________________________ Relationship ___________________________________________
Patient Name ___________________________________ Signature (Parent/Guardian if minor) __________________________
Date ____________________ Updates (Date & Initials) __________________  ____________________  ___________________
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