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Patient’s Information
Today’s Date:_____________________




 Chart #:______________ 

FOR OFFICE USE ONLY 

Mr.- Ms- Mrs.- Dr.
Patient Name: ________________________________________________________________ 



LAST   



FIRST


      MIDDLE INITIAL

Nickname:__________________________________    Sex:     MALE         FEMALE
Social Security #: _______/_______/_______   Date Of Birth:_____/_____/______
Please Circle One:  Married   Single   Widowed   Divorced   Minor   Partnered for _____ years 

Phone (Home): ________________ (Work): ________________ Ext:______ 

(Cell):_____________________  Best time to call:___________(Email):___________________
____________________________________________________________________________
        Street Address





     City                  State 
        Zip Code 

Employment Information 
The following is for: the patient or the person responsible for payment 

Employer Name: ___________________________________________________
Occupation: _______________________________________________________
Address: __________________________________________________________
                            Street                                               City          State        Zip Code

Referral Information 
Whom may we thank for referring you to our practice? Another patient, friend, relative 

Dental Office, Yellow Pages, Newspaper, School, Work , or  Other________________________
**Name of person or office referring you to our practice:________________________________
Dental Insurance Information
Primary Insurance Company Name: ________________________ Phone: (      ) ____________
Group#: __________________________ Plan or Member ID#:___________________________ 
Primary Insured Name (if other than patient): 
Name of Insured: ____________________, ________________, ___________
          Last 


         First 
                    MI
 

Birth Date: _____/_____/______   Social Security #: _____/______/______
Address (if different from above): ___________________________________________________
          Street   Address                               City               State          Zip 

Insured's Employer Name & Address: ________________________________________________

Patient's relationship to insured:  Self   Spouse   Parent     Other______________
In Case Of Emergency, Contact:

Name:_______________________________ Relationship:__________________

Phone (Home):______________________ (Cell):__________________________

            (Work):_____________________ext.________

 I certify that the above information is correct:
Signature of patient, parent or legal guardian: __________________________ Date: ____________ 

