Date: _________________

Confidential Patient Information
Personal Information

Name ________________________________________  Preferred Name __________________________

Address ______________________________________________________________________________

City __________________________________________ State _____________ Zip _________________

Primary Phone ____________________________ Secondary Phone ______________________________

Birthdate ____________________ Sex _____ Marital Status ______ Spouse Name __________________

Occupation _________________________________ Referred by ________________________________

Person Responsible for Account

Name _________________________________ Relationship ________________ SSN _______________

Address ____________________________________________ Birthdate __________________________

City/Sate/Zip ______________________________________ Phone ______________________________

Dental Insurance Information

Primary Insurance Co. _______________________________ Phone _____________________________
Employer _________________________ Ins. Co. Address _____________________________________

Employee ___________________________ Relationship ______________ SSN ____________________

Birthdate ___________________________ Group Name/Number ________________________________
Secondary Insurance Co. _____________________________ Phone _____________________________

Employer _________________________ Ins. Co. Address _____________________________________

Employee ___________________________ Relationship ______________ SSN ____________________

Birthdate ___________________________ Group Name/Number ________________________________

I understand that full payment is due at the time of service regardless of insurance or any third party involvement.  I further agree to pay all finance charges, collection costs, attorney’s fees, and any other cost that may be incurred to enforce collection of any amount outstanding.

Signature ___________________________________________ Date ___________________________
