
PATIENT INFORMATION/PLEASE COMPLETE ENTIRELY 
Date ___________________ 

 
Home # _______________________  Work # ______________________  Cell # ____________________ 
 
PATIENT: _____________________________________ SS # ___________________________________ 
 
PATIENT’S INFORMATION ONLY: 
 
Street Address ___________________________________________  PO Box _______________________ 
 
City ___________________________________  State ______________  Zip Code __________________ 
 
Sex _____ Age _____Birthday ____________Single _____Married _____ Divorced ______Widow _____ 
 
Employed By _______________________________  Address ___________________________________ 
 
Telephone # ________________________________  E-Mail Address _____________________________ 
 
Occupation ________________________________________ 
 
PATIENT’S SPOUSE  ______________________________EMPLOYED BY ______________________ 
 
Address __________________________________________Employer’s Address ____________________ 
 
SS # ____________________________________________ Telephone # ___________________________ 
 
 
PATIENT’S PARENTS / IF MINOR 
 
Father’s Name ________________________________  Employed By _____________________________ 
 
Father’s Address _______________________________ Employers Address ________________________ 
 
Father’s SS # __________________________________ Telephone # ______________________________ 
 
Mother’s Name ________________________________ Employed By _____________________________ 
 
Mother’s Address ______________________________ Employers Address ________________________ 
 
Mother’s SS # _________________________________ Telephone # ______________________________ 
 
 
DENTAL INSURANCE INFORMATION ONLY/PLEASE COMPLETE ENTIRELY 
  
Name/Address of Dental Company__________________________________________________________ 
 
Policy Holder’s Name ___________________________ Policy Holder’s SS # _______________________ 
 
Policy and Group # _____________________________ Policy Holder’s DOB ______________________ 
 
 
IN CASE OF EMERGENCY/ NOTIFY ____________________________________________________ 
 
Telephone # ___________________________________ Relationship to Patient _____________________ 
 
Nearest Relative/Not living with Patient _____________________________________________________ 
 
Address ______________________________________ Telephone # ______________________________ 
 
 
Please tell us who referred you to our office/We like to say THANK YOU! _________________________ 


