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Welcome to Our Office 
 

Please complete the following information so that we may better serve you. 
 
 

Date: _____________________________ Referred by: ____________________________ 
 
 
PATIENT INFORMATION 
 
Title:     Mr.       Mrs.      Ms.      Miss       Dr.             Name: ___________________________________________        Male       Female 
 
Name I prefer to be called: _______________________________     Birthdate: _____________________     Marital Status: ____________ 
 
Street Address, City, State, Zip: _____________________________________________________________________________________ 
 
Home Phone: ________________________     Work Phone: ________________________     Cell Phone: _________________________ 
 
E-Mail Address: __________________________________________       Social Security #: ___________-________-___________ 
 
Employer: ________________________________________     Occupation: ____________________________     # Yrs. Employed: _____ 
 
Employer’s Address, City, State, Zip: _________________________________________________________________________________ 
 
If Patient is a Minor, Give Responsible Party’s Name: _____________________________________       Relationship to Pt: ____________ 
 
 
 
DENTAL INSURANCE INFORMATION   (if applicable) 
 
Insured’s Name: __________________________________________________________     Insured’s S.S.#: ________-______-_________ 
 
Policy and/or Group #: ______________________________________________________      Insured’s Date of Birth: _________________ 
 
Dental Insurance Company Name: ___________________________________________________________________________________ 
 
Dental Insurance Co. Address: ______________________________________________________________________________________ 
 
Dental Insurance Co. Phone: _________________________________________________________ 
 
Insured’s Employer: _________________________________________________     Work Phone: ________________________________ 
 
Do You Have Dual Coverage?:          YES        NO              Secondary Insurance Company: _____________________________________ 

 
 

 
MEDICAL INSURANCE INFORMATION  (if applicable) 
 
Insured’s Name: __________________________________________________________     Insured’s S.S.#: ________-______-_________ 
 
Policy and/or Group #: _____________________________________________________      Insured’s Date of Birth: __________________ 
 
Medical Insurance Co, Name/Address:  _______________________________________________________________________________ 
 
 
 
EMERGENCY NOTIFICATION INFORMATION 
 
Primary Care Physician:  _____________________________________________      Phone: ___________________________________ 
 
In case of an emergency, who should be notified? 
 
Name: _____________________________________     Address: _________________________________________________________ 
 
Phone: ______________________________________       Relationship to Patient: ___________________________________________ 
 


