
PATIENT INFORMATION 

 
 

 

PATIENT’S FIRST NAME                                 MIDDLE INITIAL            LAST NAME                                                                                                                               GENERAL DENTIST 

 

 

SOCIAL SECURITY#                                         DATE OF BIRTH                     SEX        CELL PHONE#                                   HOME PHONE#                                             WORK PHONE# 

 

 

BILLING ADDRESS                                                                                                               APT#                                    CITY                                                     STATE                      ZIP CODE 

 

 

PATIENT’S EMPLOYER                                                                    PATIENT’S OCCUPATION 

 

 

SPOUSE’S NAME (IF APPLICAPLE)                                                                                                               SPOUSE’S EMPLOYER                                                             WORK PHONE# 

 

 

EMERGENCY CONTACT                                                                              RELATIONSHIP TO PATIENT                                                                                                                  PHONE#        

 

 

RESPONSIBLE PARTY 
PLEASE COMPLETE THIS SECTION IF SOMEONE OTHER THAN THE PATIENT IS RESPONSIBLE FOR THE PAYMENT OF SERVICE 

 

 

FIRST NAME                                          MIDDLE NAME                                                        LAST NAME                                                                                                                  PHONE# 

 

 

BILLING ADDRESS                                                                                                                   APT#                                 CITY                                                         STATE                ZIP CODE  

 

 

RELATIONSHIP TO PATIENT      DATE OF BIRTH        SOCIAL SECURITY#                    EMPLOYER                                                                                                          WORK PHONE#   

 

 

DENTAL INSURANCE INFORMATION 

 

 
PRIMARY INSURANCE COMPANY                     

 

 

INSURANCE ADDRESS                                                                                                                                                                                                                             INSURANCE PHONE 

 

 

POLICY HOLDER (SUBSCRIBER)                                 ID#                                                                           GROUP#                                                                                    DATE OF BIRTH                                                        

 

 

 

SECONDARY INSURANCE COMPANY              

 

 

 INSURANCE ADDRESS                                                                                                                                                                                                                              INSURANCE PHONE 

 

 

POLICY HOLDER (SUBSCRIBER)                                   ID#                                                                            GROUP#                                                                                    DATE OF BIRTH 

 

 

 


