Thank you for selecting our dental healthcare ream!

We will strive to provide you with the best possible dental

care. 1o help us meet all your dental healhcare needs, please
[fill out this form completely in ink. If you have any questions
or need assistance, please ask us - we will be happy o help.

Welcome

Patient Information coxrFDENTIAL

Soc. Sec. =
s
Cell Phone
Home Phone

Naine Birthdare

Address Ciry

Check Appropriate Box: I Minor 3 Single 0 Married 0 Divorced 2 Widowed 7 Separared
If Studdesit, Nawme of Schaal ! College Ciry

State

Zip

Full Part
3 Time 3 Time

Strare

Work Phone

Patient s ar Parent’s Employer

Business Address

Ciry

Stare

Work Phone

Zip

Spouse or Parent’s Name

Whain May We Thank for Referring You?

Employer

Phoune

Persoi ro Contact in Case of Emergency

Responsible Party

; (i B T Relationship
Name of Personn Respoisible for this Aecount

o parient

Howme Phone

Adedress
Birthdate

Soc. Sec. #

Work Phowue

Enployer

O No
 For your convenience. we offer the ﬁ!]orufug methods of payment. Please check the aprion you p;‘eﬂu: Payment in ﬁr// is due at each appointment.

3 Cash 3 Personal Check  Credir Card - D VISA 3 MasterCard - 3 [ wish to discuss the office’s payment policy.

Insurance Information
Name of Insured
Address (if different than above)
Birthdare

Relationship
to patient

Soe. Sec. # Date Ernployed

Name of Employer Work Phone

Address of Employer

Ciry State

PolicyllD #

Zip

fusurance Compaiy

Ins. Co. Address

Group #
Ciry

State Zip

DO YOU HAVE ANY ADDITIONAL INSURANCE? O Yes T No IF YES, COMPLETE THE FOLLOWING

Relationship

Name of Insured

Birthdare

Nawme of Employer

{o patient

Date Empln_wd

Work Phone

Adcdress of Employer

State Zip

Insurance Compaiy

Policy/D #

Ins. Co. Address

State Zip




