
 

 
 Patient Information 

  
Patient Name: ________________________________________ Preferred Name: ___________ 

 First          Middle Int.                  Last 
 
DOB: ______________________ 
Gender: Male   /     Female   Married   /  Single     Other_______________ 
Phone (Home): _______________ (Work): ____________ Ext: _____  Cell: ________________ 
E-mail: _______________________________________________________________________ 
Address_______________________________________________________________________ 
 Street                                                                            Apartment # 
____________________________________________________________________________ 
                          City                                                         State             Zip Code 
 
Please list any family members who are patients in our office: ______________________  
May we thank someone for referring you? ______________________________________  
Or did you find us on your own?  If so, how?_____________________________________  

 
 Dental History  

Approximate Date of Last Dental Visit (if known):  ______________  
Approximate Date of Last X-rays (if known):___________________ 
Name and Phone number of previous dentist (if known):  
_____________________________________________________________________________ 
  
For what reason do you come to our office today? 
_____________________________________________________________________________ 
  
If you could improve your smile, what would you change? 
_____________________________________________________________________________  
  
                                                             Insurance Information 
Name of Insured: _____________________________________________ Is insured a patient?   Yes / No 
   Last                                          First                        MI 
Dental insurance company name: _________________________________________________________  
Insured’s Social Security #: ________________ -OR- Member/Subscriber#:_______________________ 
Insured’s Birth Date: ______________________        Group #: ______________ 
Insured’s Employer Name:  ______________________________________________________________ 
Patient’s relationship to insured:    Self  Spouse     Child  Other __________________________    
 
 
I attest that the above information is correct. 
Patient’s Name__________________________   Responsible Party   ___________________________________ 
 
Signature of guarantor____________________   Relationship to Patient _________________ Date _________ 

 


