
Who is filling up this information?   Self    /  Guardian:   Name:  
____________________________

                         Relationship to patient:  
____________________________

Patient Last Name: ____________________              Patient First Name: 
_____________________
Date of Birth: _____/______/________  SS: ______________________           Sex:   M    
F 
Address: 
________________________________________________________________________
City: _____________________________   State: ________________          Zip Code: 
___________ 
Cell Number: __________________________   Work Phone #:  
____________________________
E-mail: _______________________________    Referring Dr: 
______________________________
Person to contact in case of emergency: 
_______________________________________________ 
Relationship to patient: _______________________    Phone #: _____________________
Person responsible for this Account: 
__________________________________________________

Relationship to patient: _______________________    Phone #: 
_____________________
Do you have Dental Insurance?    YES NO Insurance Company: 
_______________________

PLEASE LIST THE PEOPLE WITH WHOM WE CAN DISCUSS YOUR INFORMATION 
(This information may include, but is not limited to dental appointments, treatment, medical 
history, insurance and/or billing)

Name:  
_________________________________________________________________________

Relationship to patient: _______________________    Phone #: 
_____________________

Name:  
_________________________________________________________________________

Relationship to patient: _______________________    Phone #: 
_____________________


