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Patient Information Today’s Date:_________________

Name:______________________________________________________ Preferred Name:_______________________________________________

Birth Date: ____________________  qMale          qFemale SS#__________________________________________________________

Home Address:_______________________________________________
Apt# _______ City ______________________ State _______ Zip_______
Home Phone: _________________________________________________

Cell Phone:____________________________________________________

E-mail Address: ______________________________________________ 
Referred by: _______________________________________________

Employer:____________________________________________________

Employer Phone: ______________________________________________

City ______________________________ State ________ Zip__________

Employer Address: ___________________________________________ 

Status:     qSingle     qMarried     qDivorced      qSeparated     qWidowed      qMinor

Spouse’s Name: _____________________________________________

Account Information 
Person Ultimately Responsible for this Account:     qSelf (must be over 18)     qSpouse     qParent (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      qCheck Gums  Other_____________________________________

Do you require premedication?     qYES     qNO 

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      qDependent     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:
qLatex	 qPenicillin/Amoxicillin	 qAspirin	 qTetracycline	 qCodeine	 qLocal Anesthetics 

qIodine	 qBarbiturates (sleeping pills)	 qSulfa qNone Other __________________________________
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Do you want to receive appointment reminders by text message?
  [_] Yes  [_] No




