CENTRAL TEXAS FAMILY DENTISTRY
Dr. Robert Sawyer
1117 Ranch Road 1431, Kingsland, Texas 78639
325/388-6021

PATIENT INFORMATION

Patient Name: (Last)____________________________ (First)___________________________ (MI) _________
Preferred Name: ___________________________________
Date of Birth: ___________________     Sex: M    F      Social Security # _________________________________
Driver’s License # ___________________________________	State: ____________

Home Phone: (       ) _____________________________     Cell Phone: (       ) ____________________________
Mailing Address: ____________________________________________________________________________
City: _______________________________________  State: __________________ Zip: ___________________
Email: ____________________________________________________________________________________

Employer:  _____________________________________ Business Phone: (       ) _________________________
Emergency Contact: __________________________________ Phone: (       ) ____________________________
Do you give permission for your emergency contact to have access to your:  __ Dental History __ X-rays __ Account        
Preferred Pharmacy: _________________________________________________________________________
How did you hear about our office?  ____________________________________________________________

DENTAL INSURANCE INFORMATION
Dr. Sawyer is an out-of-network provider with all insurance plans.   The reimbursement rate may differ for an out-of-network provider.  Insurance benefits are only an estimation and patient is responsible for treatment costs not covered by insurance.

Name of Primary Insured: (Last)____________________________________ (First)____________________________ (MI) ___
Relationship to Patient:    (  ) Self     (  ) Spouse     (  ) Child     (  ) Other
Insured Date of Birth: _____________________   	Social Security # _________________________________________
[bookmark: _GoBack]Employer: ____________________________________________ 		Phone: (       ) ____________________________
Employer Address:  _______________________________________________________________________________________
Insurance Company:  ___________________________________ 		Phone: (       ) ____________________________
Insurance Address:  _______________________________________________________________________________________
City: _________________________________________  State: ____________________ 	Zip: ___________________
Member ID #: ________________________________________ 	Group #: _______________________________



Patient Signature: __________________________________________  Date: ___________________________

