
 
Name____________________________________________ Date___________________ 

Residence________________________________________________________________ 

________________________________________________________________________ 

Cell Phone_________________________ Home Phone ___________________________ 

Email Address____________________________________________________________ 

Occupation______________________ Employer________________________________ 

Address_________________________________________________________________ 

Work Phone______________________________ 

Date of Birth________________________ Social Security Number___________________ 

Marital Status_________________ Spouse’s Name________________________________ 

Spouse’s Employer _______________________Spouse’s Phone_____________________ 

Whom may we thank for referring you? _________________________________________ 

Best way to contact you _____________________________________________________ 

Previous Dentist___________________________ Last Dental Exam _________________ 

Dental Insurance _________________________________ Group Number _____________  

Insurance Company Address __________________________________________________ 

Policy Holder’s Name _______________________ Relation to Patient _________________ 

Policy Holder Date of Birth___________ Policy Holder Social Security # _______________ 

Policy Holder Employer ______________________________________________________ 

Do dental visits provoke high anxiety for you? _____________________________________ 

What is your chief dental complaint? _____________________________________________

I accept full responsibility for the payment of all 

charges for dental treatment rendered 

 

 

 

Signature of Patient                              Date 
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