
Patient Information 

 

Patient Name _________________________________________________________________________ 

Family Status:    Married ____     Single____    Child_____   Other_____  Social Security___-___-_______ 

Birth Date: __/___/____     Email Address: __________________________________________________ 

Phone:  Cell (      )____-_____   Work (        )_____-_______    Home (         )_____-_______   

Address: ____________________________________________   City _______________  Zip _________ 

Whom may we thank for referring you to our practice? _______________________________________ 

 

Spouse or Responsible Party Information 

The following is for: ___the patient’s spouse ___the person responsible for payment ___ neither NA 

Patient Name ________________________________________________________________________ 

Family Status:    Married ____     Single____    Child_____   Other_____  Social Security___-___-______ 

Birth Date: __/___/____     Email Address: _________________________________________________ 

Phone:  Cell (      )____-_____   Work (        )_____-_______    Home (         )_____-_______   

Address: ____________________________________________   City _______________  Zip ________ 

 

Employment Information 

The following is for: ___the patient’s spouse ___the person responsible for payment 

Employer Name: ____________________________________________ Phone: (       )_____-_________ 

Address: ____________________________________________   City _______________  Zip ________ 

 

Primary Insurance Information 

Primary Dental Insurance:_________________________________ Group #:__________ ID#_________ 

Insurance Address:_________________________________City: __________________Zip:___________ 

Name of Insured: _______________________________________  Insured Birth Date: ___/____/_____ 

Insured’s Address: ________________________________  City: ___________________ Zip: _________ 

Employer Address:_________________________________City: ____________________Zip:_________ 

Patient’s relationship to insured: Self_____  Spouse_____  Child _______ 



 

Secondary  Insurance Information 

Primary Dental Insurance:_________________________________ Group #:__________ ID#_________  

Insurance Address:_________________________________City: __________________Zip:__________ 

Name of Insured: _______________________________________  Insured Birth Date: ___/____/______ 

Insured’s Address: ________________________________  City: ___________________ Zip: __________ 

Employer Address:_________________________________City: ____________________Zip:__________ 

Patient’s relationship to insured: Self_____  Spouse_____  Child _______ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


