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Welcome to Fairfield Dental Center. We would like to take this opportunity to thank you for choosing our Office. 

Please take a few minutes to fill out this form as completely as you can. If you have any questions we'll be glad

 to help you. We look forward to working with you and maintaining your dental health.

Patient Information

Date______________________ Chart ID_____________________

Name______________________________________________________________________________________________

Last First MI

Preferred Name______________________________________

Address_________________________________________________ Email______________________________________

City, State, Zip_____________________________________________________________________

Home Phone(____)________________ Work Phone(___)___________________EXT______ Cell Phone(___)____________

Birth Date: _______________ Soc Sec______________________ Drivers Lic_____________________________________

Sex ____M ___F____Married ____Widowed ____Single _____Separated____ Divorced

Responsible Party

Person Responsible for Acct_______________________________________________________________________

   Last First MI

Relation to Patient _____________________________Birthday____________________ID#/SS#______________________

City, State, Zip_______________________________________________________________________________________

Person Responsible Employed By________________________________________Occupation_______________________

Business Address________________________________________________ Business Phone(____)_________________

Dental Insurance

Insurance Company______________________________________________Contract#_____________________________

Group#_________________________________ Subscriber#_________________________________________________

Name of other dependents covered under this plan__________________________________________________________

Payments

I UNDERSTAND PAYMENT IS DUE AT TIME OF TREATMENT UNLESS PRIOR ARRANGEMENTS HAVE BEEN APPROVED

Sign Name_______________________________________________________________

Address (If different from pt's)____________________________________________Phone(____)_____________________
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SIGNATURE OF PATIENT, PARENT, or GUARDIAN__________________________________________________ DATE______________
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