
 
 

PATIENT INFORMATION 
 
           
 
 
 
 
 
 
 
 

 

Patient’s Name: _________________________________ Soc. Sec. #: _________________ Date: _________
Nickname:______________________________________ Birthdate: __________________  Male � Female � 
Address: _______________________________________ City: ______________________ Zip: __________ 
Home Phone: ___________________________________ Business Phone: ______________________________ 
Cell Phone:  ____________________________________ Email: ______________________________________ 
Responsible Party:________________________________ Relationship to Patient: ________________________ 
School (if applicable): ____________________________ Occupation (if applicable): _____________________ 
General Dentist:_________________________________ Physician:____________________________________ 
Referred by: ____________________________________ Ages of Children at Home: _____________________ 
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RESPONSIBLE PARTY INFORMATION 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 

IF PATIENT IS AN ADULT: 
Employer:______________________________________ Spouse’s Name:______________________________ 
Position: _______________________________________ Employer: ___________________________________ 
Address: _______________________________________ Address:_____________________________________ 
City: ________________State: _______Zip: __________ City: ________________State: _______Zip: ________ 
Business Number: _______________________________ Business Number: _____________________________ 
Social Security #:________________________________ Social Security #:______________________________ 
 
IF PATIENT IS A CHILD: 
Father’s Name: _________________________________ Mother’s Name: _____________________________ 
Employer:______________________________________ Employer: ___________________________________ 
Position: _______________________________________ Position: ____________________________________ 
Address: _______________________________________ Address:_____________________________________ 
City: ________________State: _______Zip: __________ City: ________________State: _______Zip: ________ 
Business Number: _______________________________ Business Number: _____________________________ 
Email: ________________________________________ Email:_______________________________________ 
Social Sec rit #: Social Sec rit #:

 
 

DENTAL INSURANCE INFORMATION 
 

 
 
 
 
 

Primary Insurance      Secondary Insurance 
Policy Holder: __________________________________ Policy Holder: ________________________________ 
Birthdate: ____________ Soc. Sec. #: ______________ Birthdate: ____________ Soc. Sec. #: ____________ 
Employer:______________________________________ Employer: ___________________________________ 
Insurance Carrier:_______________________________ Insurance Carrier:_____________________________ 
Insurance Phone #: _____________________________ Insurance Phone #: ___________________________ 
Address: ______________________________________ Address: ____________________________________ 
City: __________________State: ______ Zip: ________ City: _________________State: ______ Zip: _______ 
Policy #: ______________________________________ Policy #: ____________________________________
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