[image: image1.png]



Today’s Date: _________________
Patient Information                                                                       
First Name:___________________ Last Name:_________________ Middle Initial:___

Address:_______________________________________Address 2:_____________________________

City, State, Zip:________________________________

 Phone 1:______________Phone 2:_________________Phone 3:________________

Birth Date:______________ Social Secuirty Number: _______________

Email: ___________________________________

Responsible Party/Insurance Holder (if someone other than patient)

First Name:___________________ Last Name:_________________ Middle Initial:___

Address:_______________________________________Address 2:_____________________________

City, State, Zip:________________________________

 Phone 1:______________Phone 2:_________________Phone 3:________________

Birth Date:______________ Social Secuirty Number: _______________

Primary Insurance (Name of insurance company):______________________

Employer: ______________________________

Relationship to insured: _____Self ______Spouse ______Child______Other

Secondary Insurance (Name of insurance company):______________________
Employer: ______________________________

Relationship to insured: _____Self ______Spouse ______Child______Other

Dental History

Date of last exam/ cleaning: ___________________    Date of last xrays: ________________

Name of Previous dentist: _____________________

Dental concerns? ____________________________________________________________________________________

In Case of Emergency

Contact Name:_______________________   Contact Phone Number:_____________________
