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PATIENTLASTNAME: .~ PATIENT FIRST NAME: MIDDLE:
SOCIAL SECURITY NO. BIRTH DATE: MALE FEMALE
ADDRESS:
cITY STATE: ZIP:
HOME #: ( ) WORK #: ( ) CELL#: ( )
SPOUSE’S NAME: SPOQUSE’S WORK #: S.S.#
IF MINOR, FATHER’S NAME: S.S. # WORKPHONE:
MOTHER’S NAME: S.S. # WORKPHONE:
HOW DID YOQU FIND QUT ABOUT OUR OFFICE?
SCHOOL NAME FULL TIME STUDENT YES NO
NAME OF NEAREST RELATIVE (Not living with you): RELATIONSHIP:
RELATIVE’S
ADDRESS: PHONE #
ACCOUNT INFORMATION (RESPONSIBLE FOR BILL)
RESPONSIBLE PARTY LAST NAME: FIRSTNAME: _
ADDRESS: CITY: STATE: ZIP:
PREVIQUS DENTIST: LAST VISIT: PHONE# =

FIRST INSURANCE

INSURANCE & EMPLOYER INFORMATION

SECOND INSURANCE

INSURED EMPLOYEE INSURED EMPLOYEE
BIRTH DATE S.S. # BIRTH DATE S.8.4

PATIENT RELATIONSHIP TOEMPLOYEE__ PATIENT RELATIONSHIPTOEMPLOYEE__
POSITION POSITION

EMPLOYER NAME EMPLOYER NAME

EMPLOYER ADDRESS EMPLOYER ADDRESS

EMPLOYER TEL. # EMPLOYER TEL. #

INS. COMPANY INS. COMPANY

ADDRESS OF INS. ADDRESS OF INS.

PHONE (800) PHONE (800)

.#_ GROUP # _ 1.D. # GROUP #

TREATMENT OF THIS PATIENT.

CONSENT FOR TREATMENT: | HEREBY GRANT AUTHORITY TO THE DENTIST TO ADMINISTER ANY TREATMENT OR ADMINISTER SUCH
ANESTHETICS AND SEDATIVES AND TO PERFORM SUCH OPERATIONS AS MAY BE DEEMED NECESSARY IN THE DIAGNOSIS AND

TERMS AND CONDITIONS: TO THE EXTENT THAT YOUR OFFICE IS NOT PAID FOR YOUR CHARGES BY MY DENTAL INSURANCE COMPANY
| WILL BE RESPONSIBLE FOR PAYMENT. | ALSO AGREE TO PAY ALL AMOUNT DUE PROMPTLY UPON RECEIPT OF YOUR STATEMENT.

| READ THE ABOVE “CONSENT OF TREATMENT” AND “TERMS AND CONDITIONS” AND HEREBY FULLY AGREE TO THEIR

CONSENT.
SIGNATURE: DATE:
RELATIONSHIP: INIT. BY:





