Patient Information Today's Date:

Name: Preferred Name:
Birth Date: OMale OFemale SS#
Home Address: Employer:
Apt# City State Zip Employer Address:
Home Phone: City State Zip
Cell Phone: Employer Phone:
Do you want to receive appointment reminders by text message? E-mail Address:
L1 Yes [1No Referred by:

Status:  QSingle  QOMarried QODivorced  QSeparated  QOWidowed  UMinor

Spouse’s Name:

Account Information
Person Ultimately Responsible for this Account:  QSelf (must be over 18]  QSpouse  QOParent (below section to be filled

out if spouse or parent selected) Name:

Billing Address: City State Zip
Home Phone: Cell Phone:
SS# Birth Date:

Emergency Information

Name: Relation:

Home Phone: Cell Phone:

Reason for Today's Visit: ~ QGeneral Exam ~ QToothache  QSwollen  QUCheck Gums Other

Do you require premedication? ~ QYES  ONO

Previous Dentist: Phone Number:

Dental Insurance Information

Dental Insurance Co.

Address: City State Zip
Phone: Fax:
ID #: Group/Policy #:

Relation to Primary Insurance Holder:  QSelf  QSpouse  UDependent  QOther

This section is to be filled out only if you are not the primary insurance holder:

Name (of primary ins. holder):

Address: City State Zip
Birth Date: SS#:

Employer: Employer Phone:

Employer Address: City State Zip
Occupation:

Please check all that you are allergic to:
Ulatex QPenicillin/Amoxicillin QAspirin QTetracycline  QCodeine Qlocal Anesthetics
Qlodine QBarbiturates (sleeping pills) QSulfa ONone Other
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