
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




