Thank you for selecting our dental healthcare team! We will strive to provide you with the best possible dental care.
To help us meet all your dental healthcare needs, please fill out this form completely in ink.  If you have any questions or need

assistance, please ask us - we will be happy to help.
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Date__________________























SSN #  ________________
Patient Information (CONFIDENTIAL)


 



Name_________________________________________________ Birth Date _______________Home Phone____________
Address________________________________________________City_________________State __________Zip_________
E-Mail Address__________________________________________________________________Cell Phone _____________

Check Appropriate Box:    ⁭  Minor       ⁭   Single        ⁭ Married        ⁭ Divorced        ⁭ Widowed        ⁭ Separated


Patient's or Parent's Employer _________________________________________________ Work Phone________________
Business Address_______________________________________ City_________________ State __________Zip_________
Spouse or Parent's Name ______________________________Employer ___________________Work Phone_____________
If Patient is a Student, Name of School / College ______________________City ___________________State_____________
Whom May We Thank for Referring you? ___________________________________________________________________
Person to Contact in Case of Emergency _____________________________________________Phone_________________
Responsible Party


















Relationship
Name of Person Responsible for this Account (if different than above)_______________________ to patient______________
Address________________________________________________________________________Home Phone ___________
Birth date ________________________________________________Social Security #_______________________________
Employer ______________________________________________________________________ 
Work Phone  ___________
Is this Person a Patient in our Office?          ⁭ Yes           ⁭ No
Insurance Information









               Relationship

Subscriber Name_ _________________________________________________________to Patient_____________________
Birthdate______________________________ID#_____________________________    Date Employed_________________
Name of Employer________________________________________________________ Work Phone____________________
Address of Employer_____________________________________City____________________State________Zip__________
Insurance Company_________________________________ Group #_______________Union or Local #_________________

Ins. Co. Address ____________________________________City__________________ State_________ Zip______________
Authorization

I authorize my insurance company to pay the dentist all insurance benefits otherwise payable to me for services rendered.

I authorize the use of this signature on all insurance submissions whether manual or electronic.
I authorize the dentist to release all information necessary to secure the payment of benefits.
I understand that I am financially responsible for all charges whether or not paid by insurance.

Signature_______________________________________________________________________Date ___________________
