                                 
Thank you for selecting our dental healthcare team!  We 
will strive to provide you with the best possible dental care.  To help

 us meet all your dental healthcare needs, please fill out this form completely.

 If you have any questions or need assistance, please ask and we will be happy to help!
           Patient Information
Preferred Doctor _______________________ Preferred Hygienist ________________________ No Preference _______

Name (Full) _____________________________________________________ Preferred Name____________________ 
Address_______________________________ City___________________________ State________Zip_____________
Home Phone # ____________________Work Phone # ________________________ Cell #_______________________
Check Appropriate Box:       □ Minor        □ Single       □ Married        □ Divorced       □ Widowed       □ Separated 

Birthdate______________ SSN #___​​​​​​​​​​​​​____________________ E-mail: ________________________________________
If Student, circle (Full or Part-time). Name of School _____________________________ City______________ State____
Patient’s or Parent’s Employer____________________________________Work # ______________________________ 
Spouse Name_________________________Employer_________________________Work #______________________
Person to Contact in Case of Emergency____________________Relationship_______________Phone #____________
Who Referred You (How did you hear about us)? ______________________________________________

                                   Responsible Party (If other than Self)



Relationship
Person Responsible for this Account___________________________________ to Patient________________________
Address__________________________________________________________Home#__________________________
Employer_________________________________________________________SSN# ___________________________
                                    Dental Insurance Information
Policy Holder ____________________________________ Birthdate ____________Relationship to Patient___________
Name of Employer _____________________________________ City, State ________________Work # _____________

Insurance Company ___________________________________________ Group # _____________________________
Policy Holder SSN# ____________________________ Policy Holder Member ID# ______________________________

*** Please notify Receptionist if you have Secondary Dental Insurance ***
.  

I agree that the above information is accurate and that I understand & accept the following: The Doctor does not have a contract with my insurance company, but I do.  Insurance payment and coverage is my responsibility.  Payment is due in full as treatment is rendered.  In the event that my account becomes delinquent and is turned over to a third party for collection, I am responsible for monthly finance charges, all legal fees, and all collection costs incurred..
SIGNATURE of PATIENT, PARENT, or GUARDIAN




              DATE
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