
Date_________________________________Confidential Patient Information

Responsible Party Information

Dental Insurance Information

Patient’s Name___________________________________________________________________________________________________

Address___________________________________________________________________ E-mail________________________________

Social Security_______________________Date of Birth_____________Marital Status_________ Home Phone___________________

If patient is a minor, give parent’s or guardian’s name_________________________________ Cell Phone_______________________

Patient’s Dentist_______________________________________________________ Dentist Phone:___________________________________________

Date of Last Visit_ ____________________ Whom may we thank for referring you to our office?___________________________________________

Have we treated any other family members in our office?________Names_____________________________________________________________

Financial Responsible Party_____________________________________________________________ Relationship to Patient_____________

Mailing Address________________________________________________________________________________________________________

Cell Phone______________________________________ Home Phone_______________________ Work Phone_________________________

Social Security #_________________________________ Date of Birth_ ______________________ Marital Status_ ______________________

Employer_______________________________________ Spouse’s Name:________________________________________________________

Responsible Party__________________________________________________________________ Relationship to Patient________________

Address_______________________________________________________________________________________________________________

Work Phone_____________________________________ Home Phone_______________________ Cell Phone__________________________

Social Security #_________________________________ Date of Birth_ ______________________ Marital Status________________________

Employer_______________________________________ Spouse’s Name_________________________________________________________

Policy Holder’s Name_________________________________________ Date of Birth_________________Soc. Sec. #____________________

Policy Holder’s Address_________________________________________________________________________________________________

Work Phone__________________ Home Phone__________________ Cell Phone___________________Relationship to Patient___________

Insurance Company_______________________________________ID / Member No._ ______________________________________________

Insurance Co. Address_____________________________________________________Insurance Co. Phone___________________________

Policy Holder’s Employer___________________________________________________Group #______________________________________
Do you have dual coverage?	 No q	 Yes q     If yes:

Policy Holder’s Name_________________________________________ Date of Birth_________________Soc. Sec. #____________________

Policy Holder’s Address_________________________________________________________________________________________________

Work Phone__________________ Home Phone__________________ Cell Phone___________________Relationship to Patient___________

Insurance Company_______________________________________ID / Member No._ ______________________________________________

Insurance Co. Address_____________________________________________________Insurance Co. Phone___________________________

Policy Holder’s Employer___________________________________________________Group #______________________________________

Last	 First	 Middle

Last Name	 First Name	 Middle Name

Street	 City	 State	 Zip

First	 Last

Street	 City	 State	 Zip

Last Name	 First Name	 Middle Name

Street	 City	 State	 Zip

Street	 City	 State	 Zip

Street	 City	 State	 Zip

Emergency Information

Name of nearest relative not living with you__________________________________________________________________________

Complete Address________________________________________________________________________________________________

Phone__________________________________________________ Relationship______________________________________________

Signature (responsible party’s signature)_____________________________________________________________________________

Updates (date & initial)_ ___________________________________________________________________________________________

Last	 First	 Middle

Last	 First	 Middle




