PATIENT INFORMATION

Date: _______________
Patient’s Name: ____________________________________________________________ Sex: M _______ F _______
Date of Birth: ____________________________________ Phone #: ____________________________________ 

Address: ______________________________________________ City: _________________________ Zip: ________
Is Patient a Full Time Student? Y _____ N _____ Name of School: __________________________________________
Person to contact in case of an emergency: ______________________________ Relation: _______________________
Address: _________________________________________________________ Phone #: _______________________

Referred by: _____________________________________________________________________________________

	PERSON RESPONSIBLE FOR DENTAL INVESTMENT


Name of Responsible Party: __________________________________________ Relation: _______________________
Residence Address: _________________________________ City: _________________________ Zip: ____________

Phone #: _____________________________________ Social Security #: ____________________________________
Date of Birth : ___________________ Employer: __________________________________________
Business Phone: ________________________________

Will Dental Insurance be involved? _____________________ If yes, please complete next section.RSON 
RESPONSIBLE FOR DENTAL IVESTMEN
	PATIENT INSURANCE INFORMATION (Use Identification card)


Subscriber’s Name: __________________________ Subscriber’s SSN: ________________________ D.O.B.:_______
Patient’s relationship to subscriber: Child _____________ Other ___________________________________________

Name of Insurance Company: __________________________________________ ID #: ________________________

Address where claims should be sent __________________________________________________________________

Subscriber’s Employer: ______________________________________ Employer’s Phone #: _____________________

Insurance Company’s 800 #: ________________________________________________________________________

Is patient covered under more than one dental insurance plan? ________________ If yes, please complete next section. 

	SECONDARY DENTAL INSURANCE


Subscriber’s Name: ___________________________ Subscriber’s SSN: ________________________ D.O.B.:______
Birth Date: __________________________________________ Employer: ___________________________________

Insurance Company: __________________________________________________ ID #: ________________________

Address where claim should be sent: ______________________________________ 800 #: ______________________

Patient’s relationship to subscriber: ___________________________________________________________________

Please help us serve you better, as well as the rest of our patients.  If you are unable to keep your scheduled appointment, kindly give us a 24 hour notice in order to give us time to allow another patient to take your appointment.  There will be a missed appointment fee of $50.00 per hour of scheduled appointment time if required notice is not given.  

