
 
 

Name _________________________________ Name you prefer to be called _______________ 

DOB ___________________ SSN ______________________  

Please circle: Male   Female   Single   Married   Divorced   Widowed   Separated  

Address _______________________________________________________________________ 

City _______________________________ State _________________ Zip code _____________ 

Email _________________________________________________________________________ 

Employer ____________________________________ Occupation _______________________ 

Home # ____________________ Cell #  ___________________ Work # ___________________ 

Referred by ______________________________ 

Who is responsible for the account? 

Name __________________________________ Relationship to patient ___________________ 

DOB ___________________ SSN ______________________  

Address _______________________________________________________________________ 

City _______________________________ State _________________ Zip code _____________ 

Employer ____________________________________ Occupation _______________________ 

Emergency contact: 

Name __________________________________ Relationship to patient ___________________ 

Home # ____________________ Cell # ___________________ Work # ___________________ 

Dental Insurance Information:    Secondary Dental Insurance Information: 

Policy holder ______________ DOB _______            Policy holder ______________ DOB ______ 

Relationship to patient __________________           Relationship to patient _________________ 

Employer ____________________________             Employer ____________________________ 

Insurance Company ____________________           Insurance Company ____________________ 

ID#/SSN ______________________________          ID#/SSN _____________________________ 


