Welcome

Date of Appointment: _______________Patient Name: _____________________________________ Date of Birth: _________________________ 
Social Security Number: ________________________ □ Male □ Female Marital Status:  □ Single □ Married □ Separated □ Divorced □ Widowed

Home Address: _______________________________________________ City: ________________ State: ______________ Zip: _____________

Phone Numbers: Home (      ) _________________________Business (      ) _________________________Cell (      ) _______________________
Can we contact you via email? □Yes □No      E-Mail Address: ____________________________________________________________________

Employer Name, Address and Phone Number: ________________________________________________________________________________

If patient is a minor, who is legally responsible? ________________________________________________________________________________

Date of Birth: ______________________ Social Security Number: ___________________________ Relationship: __________________________

In case of an emergency, who should we contact? ____________________________________________ Phone: (      ) ______________________ 
Relationship: ___________________________________ Referred by: _____________________________________________________________

INSURANCE INFORMATION

Name of Insurance Company: ​​​​​​​​​​​___________________________________________ Phone: (      ) ______________________________________

Insurance Address: _____________________________________________________________________________________________________

Subscriber’s Name: _________________________________________________ Social Security Number: _______________________________

Date of Birth: __________________________________________ Patient’s Relationship to Subscriber: __________________________________

Subscriber’s Employer: ___________________________________________________ Group or Policy Number: __________________________
Is patient covered by additional insurance?   □Yes □No

Name of Insurance Company: ​​​​​​​​​​​___________________________________________ Phone: (      ) ______________________________________

Insurance Address: _____________________________________________________________________________________________________

Subscriber’s Name: _________________________________________________ Social Security Number: _______________________________

Date of Birth: __________________________________________ Patient’s Relationship to Subscriber: __________________________________

Subscriber’s Employer: ___________________________________________________ Group or Policy Number: __________________________
I hereby authorize payment of the dental and insurance benefits and authorize the release of dental information to my insurance company in order for claims to be processed. I have received the financial agreement for insurance. 

________________________________________ 

Patient or Guardian Signature


