	
	
	



PATIENT INFORMATION:

TODAY’S DATE:__________  STAFF’S INITIAL:______

Patient’s Name:_____________________  D.O.B.:________  Age:______  Male:___  Female:___

Primary Care Physician:____________________________  Phone #:_______________________

Medical Conditions:______________________________________________________________

First Visit/Last Visit To A Dentist:___________________________________________________

Sibling’s Name:_____________________  D.O.B.:________  Age:______  Male:___  Female:___
Primary Care Physician:____________________________  Phone #:_______________________

Medical Conditions:______________________________________________________________

First Visit/Last Visit To A Dentist:___________________________________________________

Parent’s Name:_____________________  D.O.B.:________  S.S.N.:_______________________

Address:_______________________  City:______________  State:_______  Zip Code:________

Home #:__________________________  Cell #:__________________________
Work #:__________________________  E-Mail:__________________________
Person To Contact In Case Of An Emergency:__________________________________________

Phone #:__________________________  Relationship To This Individual:___________________

*Emergency Patients* (Circle All That Apply):

Lost Filling    Broken Tooth    Toothache    Trauma    Swelling    Bleeding

When Did It Happen?____________________  On Any Pain Medications?____________________

Where:  U/R______  L/R______  U/L______  L/L______  How Long?______ In School?________

Primary Dental Insurance
Employees Name___________________________

Employees Date of Birth______________________

Employer__________________________________

Name of Insurance Co________________________

Address___________________________________

__________________________________________

Telephone _________________________________

Policy I.D. _________________________________

Group # ___________________________________

Social Security #_____________________________

*If your insurance denies payment, you are responsible for payment to us immediately. As a courtesy, we will submit your claim to your secondary insurance.

Secondary Dental Insurance

Employee Name_____________________________

Employee Date of Birth _______________________

Employer __________________________________

Name of Insurance Co________________________

Address __________________________________

_________________________________________

Telephone_________________________________

Policy I.D. _________________________________

Group # __________________________________

Social security #____________________________
