
 
 
Date: ___________________ 
 

Personal Information 
 

□ Mr.     □ Mrs.     □ Ms.     □ Dr.    Name: ____________________________________  
 

Preferred Name: ________________  Age: _______ DOB: ________________ □ Male     □ Female  
 
Email Address: ________________________________________ 
 
Address: __________________________________ City: _________________ State: ______ Zip Code: ___________ 
 

□Single     □Married     □Separated     □Divorced     □Widowed     Social Security Number: _____________________ 
 
Phone: Home _______________________ Cell ______________________   Best way to contact you: __________________ 
 
Occupation:__________________________________Employer:____________________________________________ 
 
Whom may we thank for referring you? _______________________________________________________________ 
 
IN CASE OF EMERGENCY, PLEASE CONTACT: 
 
Name: __________________________________________ Relationship: ____________________________________ 
  
Phone: Cell __________________________ Work __________________________ Home ________________________________ 
 

Dental Insurance 
 
Person responsible for this account: __________________________ Relationship to patient: __________________ 
 
Primary Insurance Company: ________________________________   Group number: ___________________________ 
 
If Policy Holder is different than patient: 
Policy holder’s name: _________________________________Policy holder’s date of birth: _______________________  
 
Policy holder’s address:_____________________________________ Policy holder’s phone number:________________ 
 
Policy holder’s social security number: ___________________________ Relationship to patient:____________________ 
 

Is patient covered by additional insurance: Yes □     No □  
 
Secondary Insurance Company: ________________________________ Group number: _________________________ 
 
If Policy Holder is different than patient: 
Policy holder’s name: _________________________________Policy holder’s date of birth: _______________________  
 
Policy holder’s address:_____________________________________ Policy holder’s phone number:________________ 
 
Policy holder’s social security number: ___________________________ Relationship to patient:____________________ 


