
                PATIENT INFORMATION 
 

        ________________________________________________         _________________    Female/Male 
Patient’s Name    (first)          (middle)          (last)    DOB     
   
Responsible Party Information 
 
_____________________________   ____________   __________________         M/S/W/D 
Name                                                              DOB                         SSN                                           Marital Status  
___________________________________  _______________________   _______     ___________ 
Address                           City                                                 State             Zip Code 
______________________    __________________    __________________  _______________ 
License Number                            Home Phone                         Work Phone                       Cell Phone 
__________________________________________ 
Email Address   
In Case of Emergency Notify    ________________________________       ____________________   
                                                       Name                                                                          Phone Number 
 
Primary Dental Insurance Coverage  

____________________________________        __________       _________________         M/S/W/D 
Insured’s Name                                                                   DOB                        SSN                                     Marital Status  

        ____________________________________            _________________________ 
Employer’s Name                                                                    Employer’s Phone Number 

        ____________________________________ 
Employer’s Address, City, State, Zip Code 

        ____________________________________ 
Insurance Company 

        ________________________________________________ 
Insurance Company Address, City, State, Zip Code 

________________________            ___________________ 
Contract Number or Member ID             Group Number 
 
Secondary Dental Insurance Coverage 

____________________________________        __________       __________________       M/S/W/D 
Insured’s Name                                                                   DOB                        SSN                                        Marital Status 
____________________________________            _________________________ 
Employer’s Name                                                                    Employer’s Phone Number 
____________________________________ 

        Employer’s Address, City, State, Zip Code 
        ____________________________________ 

Insurance Company 
_____________________________________________________________ 
Insurance Company Address, City, State, Zip Code 
________________________            ___________________ 
Contract Number or Member ID             Group Number 


