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WELCOME TO OUR PRACTICE  
 

Today’s  Date :  __________________________________ 

Patient Information                                                                                                                     

Name: ______________________________________________________________     Marital status:    single   married   divorced   widowed   (circle one)                                                                                                             
                                     
     Address: __________________________________________________________________________________________________________ZIP:__________________________      
                                                                                                                   
     Home Phone: (_________)____________________________ Cell:(_______)_________________________ E- Mail: __________________________________________                                                                                                                                                   

     Birthdate: (________)_______________________       Spouse’s Name: _____________________________________Phone #: _______________________________ 

     Emergency Contact Name _______________________________________________________Phone Number: ( _________)_______________________________  

     Employer: ________________________________________________________Address of Employer: _____________________________________________________                                                     

     Whom may we thank for referring you to us?   _____________________________________________________________________________________________ 

     Dental Insurance                                                                                                         

   Primary Plan Name:      ____________________________________________________________________________________ 

     Policy Holder’s Name (if self, write self):_______________________________________  Relation to patient ( if not self)___________________________ 

     Policy Holder’s Date of Birth:__________________________________________  Insured’s  Phone #: _________________________________________________ 

     Policy Holder’s SSN #  or insurance ID #: ___________________________________________________________ 

Group #: ____________________________________________________            Policy # ____________________________________________  

Policy Holder’s Employer: _____________________________________________________________________________________________              

      Employer Address: _________________________________________City: _____________________________________State ______________Zip ______________________                 

      Secondary Plan Name:    _______________________________________________________________________________________ 

     Policy Holder’s Name (if self, write self):_______________________________________  Relation to patient ( if not self)___________________________ 

     Policy Holder’s Date of Birth:_____________________________ Insured’s  Phone #: ____________________________________________Cell/Hm (circle one) 

     Policy Holder’s SSN or insurance ID #: ____________________________________________________ 

Group #: ____________________________________________________            Policy # _________________________________  

Policy Holder’s Employer: _________________________________________________________________________  

Employer Address: _________________________________________City: _____________________________________State ______________Zip ______________________ 

Financial Responsible Party   (If different from patient)      Relationship to Patient ____________________________________                                                                             

Name: ______________________________________________ Address:_________________________________________________State________Zip____________________ 

      Cell Phone #:______       ______   ____________  _    Home Phone#: ______       ______  _______ __________ Wk Phone:____________________________________ 

     SSN or Ins. ID#: ___________________________________________________       Birth date: ________/__________/_________                                           

     Employer : _________________________________________________________      Address:___________________________________________________________________ 
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