Thank you for selecting our dental healthcare team!

To help us meet all your dental healthcare needs, please fill out this form
completely in ink. If you have any questions or need assistance, please ask us ~
we will be happy to help.
Patient Information (conmpeNTAL) Date SS#_
Name Birthdate :Home Phone
Address City State Zip Code
Occupation Email Cell Phone

Reason For Today"  sit:
Check+ ropriate Box: O3 Minor O Single O Married O Divorced O Widowed O3 Separated

Parent/Guardian’s Name Phone

Spouse Name In Case of Emergency Contact Phone
Whom May We Thank for Referring You?

Do you have any of the following diseases or problems? (Check DK if you Don’t Know the answer to the question)

Tuberculosis Yes No DK
Persistent Cough greater than a 3 week duration Yes No DK
Cough that produces blood Yes No DK
Been Exposed to anyone with tuberculosis Yes No DK

If you answered yes to any of the 4 items above, please stop and return this form to the receptionist.

Responsible Party

Relationship
Name of Pers.  Responsible for this Account ___to Patiert _
Home Ph Cell Phone Work Phone
Is this Person Currently a Patient in our Office? O Yes 0 No
Dental Benefits Information

. Relationship

Name of Insured ) to Patient
Birthdate - SS#/SIN
Name of Employer Work Phone
Address of Employer City State Zip Code
Insurance Company Groupit Policy/ID#

DO YOU HAVE ANY ADDITIONAL INSURANCE? O YES ONO IFYES, COMPLETE THE FOLLOWING:

Name of Insured tl:e }fat;?eghip

Birthdate ' SSH/SIN

Name of Employer Work Phone

Address of Employer City State Zip Code
Insurance Company Group# Policy
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