Baltimore Center of Advanced Dentistry
Acquaintance Form
The more we know about you the better we’ll be able to serve you.
Thanks.
     Patient’s Name__________________________________________________________M___ F____

Las
                                 Last                                         First                                                     M.I.
     Birthdate____________ Age________ Single___Married___Separated___Widowed__Divorced____

    SSN: _____________________If a child, Parent’s name___________________________________
    Residence Address:________________________________________________________________                                    Street                                                City                                    State                  Zip
Home Ph__________________ Wk_________________Cell______________Email_____________

Employer_________________________________Occupation_______________________________
Spouse’s Name_____________________________ Birthdate_______________Wk #____________
Spouse’s Employer_______________________________Occupation_________________________

Referred By____________________________Who  will pay this Account?_____________________

In case of Emergency, who should be notified? _________________________Phone   ___________
Dental Insurance Information
Policy Holders Name_____________________Policy Holders SSN or Membership# _____________
Dental Insur Company_____________________________Phone________________Grp# ________

Dental Insur Co Address_____________________________________________________________

Secondary Insur Co ______________________________Phone___________________Grp#______

Secondary Insur Co Address _________________________________________________________

[image: image1.wmf]
PLEASE GIVE US ANY INFORMATION CONCERNING YOUR COVERAGE SO THAT WE MAY BE ABLE TO MAXIMIZE YOUR BENEFITS FOR YOU.

TO THE BEST OF MY KNOWLEDGE, THE ABOVE ANSWERS ARE TRUE AND CORRECT.  I WILL INFORM YOUR OFFICE OF ANY CHANGES AT THE NEXT APPOINTMENT.

Signature of Patient or Guardian                                                                           Date

