
 
 

 
 
 
 
 
 
 

 
 
 
 
Name:                         
                                          First                             Middle                     Last                                Preferred Name 
Address:                                                                                                                                          Apt. or Suite # ________ . 

City:                                                                                                                          State:                         Zip: ____________  

Gender: Female / Male       Family Status: Single / Married / Widowed    Spouse or Parent’s Name: ____________________ 

Social Security #:     Date of Birth:       DL #   

Phone (Home):                                 (Work):      Ext:      Cell Phone: __________________ 

Email Address:              

Preferred appointment times:   Morning      Afternoon      Evening      Any Time     

Preferred Day:  M  T  W  T  F   

In Case of Emergency Who Should We Contact? _____________________________ Relationship____________________ 

Emergency Contact Numbers_____________________________________________________________________________ 

 
 
 

 

To Be Filled Out if Different from You 
The following is for:    the patient's spouse     the person responsible for payment       Both   
 
Name:                         
                                          First                             Middle                     Last                                Preferred Name 
Address:                                                                                                                                          Apt. or Suite # ________ . 

City:                                                                                                                          State:                         Zip: ____________   

Gender: Female / Male       Family Status: Single / Married / Widowed     

Social Security #:     Date of Birth:       DL #   

Phone (Home):                                (Work):      Ext:      Cell Phone: __________________ 

Employer Name:      Position: _______________________   Phone Number  
 
 
 

 
 

The following is for:    the patient            the person responsible for payment 
 
Employer Name:      Position:   
 
Address:                                                                                                                                          Apt. or Suite # ________ . 

City:                                                                                                                          State:                         Zip: ____________

 

Patient InformationPatient Information  

Contact InformationContact Information  

Spouse or Responsible Party InformationSpouse or Responsible Party Information  

Employment InformationEmployment Information  



 
 
 
 
 
 
 
 

 
 
Primary 
Name of Insured: ___________________________________________________________________________   
                                 Last                                                      First                                                       MI 
 
Is insured a patient?   Yes    No    

     
Insured's Birth Date: _______________________   ID #: __________________  Group #:_____________________________ 
 
Address:                                                                                                                                          Apt. or Suite # ________ . 

City:                                                                                                                          State:                         Zip:    
 
Insured's Employer Name: _______________________________________________________________________________ 
 
Address: ___________________________________________________________________ Apt. or Suite # _____________ 

City: ___________________________________________________________ State: ___________  Zip: _______________
 
Patient's relationship to insured:   Self    Spouse    Child    Other ___________________________________________ 
 
Insurance Plan Name and Address: _______________________________________________________________________ 
 
_____________________________________________________________________________________________________ 
 
Secondary 
Name of Insured:_______________________________________________________________________________________   
                                Last                                                      First                                                       MI 
 
Is insured a patient?   Yes    No    
     
Insured's Birth Date: _________________ ID #: _____________________ Group #: _______________________________ 
 
Address:                                                                                                                                          Apt. or Suite # __________ 

City:                                                                                                                     State:                   Zip: __________________
 
Insured's Employer Name:   
 
Address:                                                                                                                                          Apt. or Suite # __________ 

City:                                                                                                                      State:                  Zip: __________________
 
Patient's relationship to insured:   Self    Spouse    Child    Other ___________________________________________ 
 
Insurance Plan Name and Address:     
 
   
 
 

 
 
 
Whom may we thank for referring you to our practice?     Friend    Relative    CosmeticDentistFinder.com 
 
    Dental Office     Internet     School     Work     Other   
 
Name of person or office referring you to our practice:      
 

InsuranceInsurance Information Information  

Referral InformationReferral Information  



 


