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PATIENT INFORMATION


Patient Name ________________________________________ Nickname ___________________________


Social Security # __________________________   Birthdate ________________     Age ________      M or F


Street Address _______________________________________________________ Apt. # _______________


City _____________________________________ State _____________________ Zip __________________


Home Phone _________________ Work Phone ___________________   Cell Phone ___________________


Employed by ______________________________ Occupation _____________________________________


Married   Single   Divorced   Widowed	      Spouse’s Name___________________________________


Emergency Contact ________________________ Relation _________________   Phone # ______________


E-Mail Address							





ACCOUNT INFORMATION





Person Responsible _____________________________   Relationship To Patient _____________________ 


Social Security # __________________________   Birthdate ________________     Age ________      M or F


Street Address ______________________________________________________    Apt. # _______________


City _____________________________________ State ____________________     Zip _________________


Home Phone _____________________ Work Phone ____________________   Cell Phone ______________


Employed by ______________________________ Occupation ______________________________________


Married   Single   Divorced   Widowed	      Spouse’s Name___________________________________








DENTAL INSURANCE


Insurance Company ______________________________ Group # _____________ Plan # ________________


Employee Name _________________________ Social Security # ______________ Birthdate _____________


Employed By __________________________Employee # ___________________ Date Employed __________   





SECONDARY INSURANCE


Insurance Company ______________________________ Group # _____________ Plan # ________________


Employee Name _________________________ Social Security # ______________   Birthdate _____________


Employed By _________________________Employee # ___________________ Date Employed ___________   








DENTAL HISTORY


Name of previous dentist? ____________________________________	    Telephone # __________________


May we ask why you left your last dentist? _____________________________________________________


Date of last cleaning and check up? ____________________________    Were x-rays taken? ____________


Are you in pain? ____________   What area of your mouth is in pain? ______________________________


Are any areas sensitive to hot or cold or chewing? _______________________________________________


Are there any other dental concerns? __________________________________________________________





Date ___________


Whom may we thank for referring you? ________________________________________________
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