
 
Patient Information 

 

Patient Name: __________________________________________  Preferred name:_______________________ 
 

Gender:    Male    Female                  Are you    Single,    Partnered,    Married, or    Child?          
 

Social Security #: ________________________________  Best time to call:____________________________ 
 

Phone (Home): _________________  (Work): ________________ Ext:________  (Cel):______________________ 
 

Preferred appointment times:   Morning    Mid-morning    Afternoon         Tue    Wed    Thurs    Fri  
 

 

If you would like us to use your email as the primary way to communicate with you, 
 

please write it here.  Email address:__________________________________________________ 
 
 

 

Street Address:_________________________________________________________________________________ 
                                                          Street                                                                                                              Apartment # 

 __________________________________________________________________________________ 
                                         City                                                                                  State                                                 Zip Code 
 

If different from street address, please list mailing address. 
 

Mailing Address:_________________________________________________________________________________ 
                                                           Street                                                                                                              Apartment # 

 __________________________________________________________________________________ 
                                         City                                                                                  State                                                 Zip Code 
 

 Patient Employment Information 
 

Employer Name:    Occupation:   
 

Address:     
                                               Street                                                                                                   City                                                                    State                      Zip Code 

Referral Information 
 

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

       Dental Office     Yellow Pages     Insurance List     Internet     Other__________________ 
 

Name of person or office referring you to our practice:______________________________________________ 

 

For Children under 18:  Parent/Guardian Information 
 
Parent/Guardian Name:   
 

Gender:     Male    Female                                   Are you    Married,    Partnered,  or    Single? 
 

Social Security #: ________________________________  Birth Date:   
 

Phone (Home): ________________ (Work): ________________ Ext:______  (Cel):   
 
If you would like us to use your email as the primary way to communicate with you, 
 

please write it here.  Email address:__________________________________________________ 
 

 

Street Address:_________________________________________________________________________________ 
                                                          Street                                                                                                              Apartment # 

 __________________________________________________________________________________ 
                            City                                                                                  State                                                 Zip Code 
 

If different from street address: 
 

Mailing Address:_________________________________________________________________________________ 
                                                           Street                                                                                                              Apartment # 

 __________________________________________________________________________________ 
                            City                                                                                  State                                                 Zip Code 



 

Dental Insurance Information 

 
 

Insurance Plan Name:  ___________________________________ 
 

Insurance Plan ID#__________________________    Insurance Plan Grp#___________________ 
 
Insurance Plan Phone #: ___________________________ 
 
 

Do you have coverage from a secondary dental insurance plan?   Yes    No  
 

Please complete the following if you are insured under someone else’s insurance: 
 
Insured person’s relationship to you/the patient:      Spouse/Partner     Parent/Guardian   
 
Name of Insured: _______________________________________________________________   
                                                                                          First                                                                       Last                                                                    MI 
 

Insured's Birth Date: _________________  SS #: _____________________   
 

Insured’s Employer Name: ______________________________________  Occupation:   
 

Insured’s Employer Address:   
                                                                       Street                                                                                         City                                             State                      Zip Code 
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