
   

                   W  E  L  C  O  M  E 
 Patient Information 
 Thank you for choosing our practice for your dental needs. Please complete this form in ink. If you have any questions or 

concerns, do not hesitate to ask for assistance. We will be happy to help. 
 (Please Print) 
 Name_______________________________________Date_____________Social Security #_________________ 
   First   MI   Last 
 
 Address_________________________________________City__________________State_____Zip___________ 
 Birthdate_____________Home Phone #________________Work #_________________Cell #_______________ 
 Email address_________________________________ Do you prefer to receive calls at: __Home __Work __ Cell 
 
 Are you: __Minor __Married __ Divorced __Widowed __Single __ Separated 
 
 Your or your parent’s employer_______________________________________Occupation__________________ 
 
 Business address_____________________________________City_______________State_______Zip_________ 
 
 Spouse’s or parents name__________________________Workplace________________work Phone#________ 
 
 If you are a student, name of school/college__________________________City_________________State____ 
  
 Whom may we thank for referring you to us?______________________________________________________ 
 
 Person to contact in case of emergency______________________________________Phone #_______________ 
 
 Responsible Party 
 Name of person responsible for this account? _______________________________________________________ 
 Relationship to patient_________________________________________ Phone #__________________________ 
 Address____________________________________City_______________________State________Zip_________ 
 Name of employer__________________________________________ Work phone #_______________________ 
 
 Insurance Information 
 Name of insured___________________________________ Relationship to patient ________________________ 
 Birthdate__________________Social Security #_________________________ Date employed_______________ 
 Name of employer______________________________________________ Work phone # __________________ 
 Address ________________________________________ City__________________ State______ Zip_________ 
 Insurance Co._________________________ Group #_____________________ Employer #_________________ 
 Insurance Co. Address____________________________ City __________________ State_______ Zip_________ 
 How much is your deductible? _________ How much have you used? __________ Max Annual benefit? ________ 
 
 DO YOU HAVE ADDITIONAL DENTAL INSURANCE? __ No __Yes  If YES, Please complete the following: 
 
 Name of insured____________________________________ Relationship to patient________________________ 
 Birthdate__________________Social Security #_________________________ Date employed_______________ 
 Name of employer______________________________________________ Work phone # __________________ 
 Address ________________________________________ City__________________ State______ Zip_________ 
 Insurance Co._________________________ Group #_____________________ Employer #_________________ 
 Insurance Co. Address____________________________ City __________________ State_______ Zip_________ 
 How much is your deductible? _________ How much have you used? __________ Max Annual benefit? ________ 
 
 
  
  


