
PATIENT INFORMATION: 
 
Patient Name:                                                           Date of birth:____________  
 
Address:                                                     City & Zip code:_________________  
 
Telephone number:                          Work:                            Cell:  
 
Email:                                        Social Security number:___________________ 
 
Sex: (circle one)  M / F         Marital Status:______  
 
Emergency Contact name & number:_________________________________  
  
 
 
PERSON RESPONSIBLE FOR ACCOUNT: 
 
Responsible Person Name:                                             Date of Birth:____________ 
  
Address (if different from above):________________________________________________ 
 
__________________________________________________________________________ 
 
__________________________________________________________________________ 
  
Relationship to patient:________________________  
  
 
 
DENTAL INSURANCE INFORMATION: 
 
Policyholder Name:________________________ Policyholder Date of Birth:____________ 
 
Policyholder SS# or Insurance ID#__________________________ 
 
Name of Insurance Company:____________________________________________________ 
 
Insurance Co. address:_________________________________________________________ 
 
____________________________________________________________________________ 
 
Telephone number:________________________  
 
Group number:                                                Subscriber ID#:_____________________  
 
Employer:________________________________________________  
 



SECONDARY INSURANCE INFORMATION: 
 
Policyholder Name:________________________ Policyholder Date of Birth:____________ 
 
Policyholder SS# or Insurance ID#__________________________ 
 
Name of Insurance Company:____________________________________________________ 
 
Insurance Co. address:_________________________________________________________ 
 
____________________________________________________________________________ 
 
Telephone number:________________________  
 
Group number:                                                Subscriber ID#:_____________________  
 
Employer:________________________________________________  
 
 
  
 
 
 


