
Patient information  	 Date____________________

Name_ _____________________________________________  Male	  Female	  Married	 Divorced
	L ast	 First	M	   single	  Widowed
Address_________________________________________________________________________________________
	S treet	A pt#	C ity	S tate	 Zip

Birth Date____________________________ Telephone________________________________________________
	M onth	D ay	Y ear	C ell#	H ome#	 Work#

Place of Employment___________________________________________ Patient’s SS#____________________

	P resent Position_ ______________________________________________How Long?_ ______________

Email address___________________________________________________________________________________

If full time student, school name_ __________________________________________ Grade_ ____________

Primary Care Physician________________________________________________Phone____________________

If minor, parent or guardian____________________________________________________________________

Has any member of your family ever been treated in our office?	  yes	  no	n ame_ _______________________

Whom may we thank for referring you to our office?_________________________________________________________

Are you available on short notice?	  yes	 no	 Phone# where you can be reached_______________________

insurance information  
Insured (1st coverage) Insured 2nd coverage)

Last                                                                     First                      MI Last                                                                     First                      MI

street                                                      city                 state    zip street                                                      city                 state    zip

home phone#                               work phone# home phone#                               work phone#

Birth Date (mo/Day/Year)                                                       SS# Birth Date (mo/Day/Year)                                                       SS#

Employer Employer

Dental Insurance Co.                subscriber#            group# Dental Insurance Co.                subscriber#            group#

Address                                         city                            state Address                                         city                            state

Person to contact
in case of emergency

Outside of Immediate Family/Household

Name__________________________________________

Phone_ ________________________________________

Person responsible
for account

Please Check One

 Patient	  Father	  Husband

 Guardian	  Mother	  Wife

registration

Authorization  
I hereby authorize payment directly to the Dental Office of the group insurance benefits otherwise payable to me. I understand 
that I am responsible for all costs of dental treatment. I hereby authorize the Dental Office to administer such medications 
and perform such diagnostic and therapeutic procedures as may be necessary for proper dental care. The information on 
this page and the dental/medical histories are correct to the best of my knowledge. I grant the right to the dentist to release 
my dental/medical histories and other information about my dental treatment to third party payers and/or other health 
professionals.

X_ _______________________________________________________________________________________________
	S ignature of responsible party	D ate


