
PATIENT INFORMATION: 

 

Name: ________________________________________________________________ 

                 Last     First    MI 

 

Male      Female      Married      Single      Child      Other 

Social Security# _______________________ Birth date:________________________ 

Telephone: Home:_____________________  Work: __________________ Ext _____ 

When is the best time to call you? __________________________________________ 

Preferred appointment time:    Morning      Afternoon      Evening      Day of the week _________ 

Address: ______________________________________________________________________ 
   Street      Apt # 

 

 _______________________________________________________________________ 

   City    State   Zip 

 

Occupation: ____________________________________________________________________ 

Employer:   ____________________________________________________________________ 

Address:     ____________________________________________________________________ 
   Street 

       ____________________________________________________________________ 

   City    State   Zip 

 

Phone #:     ____________________________ 

Do you have dental insurance?   Yes No 

 Insured’s name: __________________________________________________________ 

 Insured’s employer: _______________________________________________________ 

                  Address: _______________________________________________________ 
     Street 

 

                    ________________________________________________________ 

     City  State  Zip 

 

 Employer’s phone #: _______________________________ 

Insurance company name: ____________________________________________ 

Policy or Group #: __________________________ 

Your relationship to insured:   Child     Spouse     Other 


