
 
Date ___________   Confidential Patient Information    A B C  
 

Patient’s Name __________________________________________________________ Birth Date ________________ 

Siblings/Ages ____________________________________________________________________________________ 

Address _________________________________________________________________________________________ 

Home Ph. # ______________________ Cell Phone __________________________ S.S. #______________________ 

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

Patient’s General Dentist____________________________________________________________________________ 

Whom may we thank for referring your to our office _______________________________________________________ 

Confidential Responsible Party Information                                
 
Name_______________________________________________________________Marital Status _________________ 

Residence _______________________________________________________________________________________ 

Mailing Address ___________________________________________________________________________________ 

How Long at this address ___________     E-mail Address ________________________________________________ 

Home Phone __________________   Work Phone ___________________ Cell Phone___________________________ 

Previous Address (if less than 3 yrs.) ___________________________________________________________________ 

Social Security # _______________________ Birth Date _____________ Relationship to Patient___________________ 

Employer _______________________________ Occupation ______________________ # Years Employed _________ 

Spouse’s Name ______________________________________________ Relationship to Patient__________________ 

Employer ______________________________ Occupation _______________________ # Years Employed _________ 

Social Security # _________________________ Birth Date____________ Work Phone__________________________ 

Insurance Information 
 
Policy Holder’s Name___________________________________________ Social Security #_______________________ 

Insurance Company _____________________________________________Group #_____________________________ 

Insurance Co. Address ______________________________________________________________________________ 

Insurance Co. Phone __________________________Policy Holder’s Employer _________________________________ 

Do you have dual coverage?  No  ______Yes ______ If yes: (compete information below) 

Policy Holder’s Name ___________________________________________ Social Security #______________________ 

Insurance Company _____________________________________________Group # ____________________________  

Insurance Co. Phone __________________________Policy Holder’s Employer _________________________________ 

Emergency Information 
 
Name of nearest relative not living with you ______________________________________________________________ 

Complete Address _________________________________________________________________________________ 

Phone _____________________ Cell Phone ________________________Relationship: _________________________ 

I understand that where appropriate, credit bureau reports may be obtained. 
 
 
Signature (Parent’s signature if minor) __________________________________________________________________ 


