
== Patient Information == 

Patient Name __________________________________________Birthdate _________________ Sex: M/F               
                             Last  First             Middle 

Address __________________________ City _______________________ State _________ Zip ______________ 

Home Phone ( _____ ) ________________ Cell Phone ( _____ )_______________ School ___________________ 

For appointment reminders, I would prefer 1) call home__ 2) call mobile__ 3) text cell__ 4) email__ 

Email:__________________________@_______________ 

General Dentist __________________________ Dentist Phone ( _____ ) _____________________ 

If patient is a minor, give parent’s or guardian’s name _________________________________________ 

Who may we thank for referring you to our office? ________________________________ Date___________ 

== Responsible Party Information ==

RP # 1: Name________________________________________ 
  Last             First     MI 

Address____________________________________________ 

City _______________________State _____Zip___________ 

Home Phone ( _____ ) _______________________________ 

Cell Phone ( _____ ) ________________________________ 

Work Phone ( _____ ) _______________________________ 

Relationship to Patient ______________________________ 

Marital Status ______________________________________ 

Social Security # ___________________________________  

Employer __________________________________________  

Occupation _______________________________________ 

RP # 2: Name_______________________________________     Last                      First                           MI 

Address_____________________________________________ 

City _______________________State ______Zip___________ 

Home Phone ( _____ ) _______________________________ 

Cell Phone ( _____ ) _________________________________ 

Work Phone ( _____ ) ________________________________ 

Relationship to Patient ______________________________ 

Marital Status _______________________________________ 

Social Security # ____________________________________  

Employer __________________________________________  

Occupation ________________________________________

== Insurance Information == 

 

Insured Name #1__________________________________  Insured Name #2__________________________________ 

SS# of Insured_____________________________________  SS# of Insured_____________________________________ 

DOB of Insured____________________________________  DOB of Insured____________________________________ 

Employer__________________________________________  Employer__________________________________________ 

Insurance Company_______________________________  Insurance Company_______________________________ 

Insurance Phone #_________________________________  Insurance Phone #_________________________________ 

Insurance Address_________________________________  Insurance Address_________________________________ 

Insurance Group# _________________________________  Insurance Group# _________________________________ 

Please Fill Out Health History Form On Back 


