Bridge Tower Dental

Thomas Cox, DDS PA
PATIENT INFORMATION



Male ______Female ______
Patient Name ___________________________________________________________




First 

Middle Initial 

Last

Date of Birth _________________________ Social Security #_____________________
Home Address___________________________________________________________

City____________________________ State ___________________ Zip____________

Home Phone_____________________ Alternate Phone__________________________

(If patient is a minor, 18 years of age of younger) 

Parent Name_____________________________________________________________




First 

Middle Initial 
 
Last

RESPONSIBLE PARTY INFORMATION

Name __________________________________________________________________




First 

Middle Initial 

Last

Date of Birth _________________________ Social Security #_____________________
Home Address____________________________________________________________
City____________________________ State ___________________ Zip_____________
Employer___________________________ Occupation___________________________
Business Address________________________________ Phone____________________
Spouse Name___________________________________ Phone____________________
Date of Birth _________________________ Social Security #_____________________
Employer___________________________ Occupation___________________________
Business Address________________________________ Phone____________________
Whom may we thank for your referral? ______________________________________________________
If you weren’t referred how did you hear about us? ____________________________________________
PRIMARY INSURANCE

Subscriber Name_________________________________________________________





First 

Middle Initial 

Last

Subscriber ID #___________________________________________________________

Insurance Company Name__________________________________________________

Phone #__________________________ Patient relationship to insured_______________

SECONDARY INSURANCE

Subscriber Name_________________________________________________________





First 

Middle Initial 

Last

Subscriber ID #___________________________________________________________

Insurance Company Name__________________________________________________

Phone #__________________________ Patient relationship to insured_______________

I authorize the insurance company indicated on this form to pay to the dentist all insurance benefits directly. I authorize the use of this signature and all information necessary to secure the payment of benefits on all insurance submissions. 

I acknowledge this offices Notice of Privacy Practices.

