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[bookmark: _GoBack]Patient’s First Name: _________________________________________ Last Name: ________________________________________________ Middle Initial: _____________

Preferred Name: ___________________________________ Home Phone: _____________________ Work Phone: ___________________ Cell Phone: ____________________

Street Address: _____________________________________________________________________________________________________

City: _____________________________________________________ State: _________________ Zip Code: ___________________

Patient’s Sex:  Ο Male   Ο Female               Marital Status:  Ο Married     Ο Single     Ο Divorced     Ο Separated     Ο Widowed  

Birth Date: _______________________________     Age: ______   Social Security: ______________________________   Driver License: _____________________________

E-Mail:___________________________________________                How did you hear about us? : ______________________________________________________________   

Emergency Contact Person: _________________________________________        Emergency Contact Phone: _____________________________________________

Referring Dentist/Physician/Person: ______________________________        How did you hear about our practice? __________________________________
Is Patient the       Ο Insurance Policy Holder       Ο Responsible Party
Responsible Party (if someone other than the patient) 
                              Patients Relationship to Responsible Party:   Ο Self    Ο Spouse    Ο Child    Ο Other  

Responsible Party’s First Name: ______________________________________ Last Name: ____________________________________ Middle Initial: _____________

Responsible Party’s Street Address: _____________________________________________________________________________________________________

City: _____________________________________________________ State: _________________ Zip Code: ___________________

Ο Responsible Party is also Policy Holder for Patient         Ο Primary Insurance Policy Holder              Ο Secondary Insurance Policy Holder

Primary Insurance Information

Name of Insured: _________________________________________ Patient’s Relationship to Insured:  Ο Self    Ο Spouse    Ο Child    Ο Other

Insured Date of Birth: ________________________

Information found on Dental Insurance Card   Employer: _________________________________________   Group Number: __________________________

Insured Social Security or Member ID number: ___________________________________ Insurance Company: ____________________________________________

Insurance Company Address: ____________________________________________________________________________________________________________________________

City, State, and Zip Code: __________________________________________________________________________________________________________________________________

Secondary Insurance Information
Name of Insured: _________________________________________ Patient’s Relationship to Insured:  Ο Self    Ο Spouse    Ο Child    Ο Other

Insured Date of Birth: ________________________

Information found on Dental Insurance Card        Employer:_______________________________________  Group Number: __________________________

Insured Social Security or Member ID number: ___________________________________ Insurance Company: ____________________________________________

Insurance Company Address: ____________________________________________________________________________________________________________________________

City, State, and Zip Code: __________________________________________________________________________________________________________________________________
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