Welcome
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 in ink. If you have any questions or need assistance, please ask us – we will be happy to help.
Patient Information:

Name:________________________________________________________________________

Address:__________________________________City, State, Zip______________________

Home Phone:__________________Work Phone:____________________________________
Cellular Phone:___________________________E-Mail:______________________________

Birthdate:_____________________________________________________________________

Soc. Sec.#:_____________________________________________________________________
Check appropriate line:___Minor  ___Single  ___Married  ___Divorced  ___Widowed

Patient Occupation/Employer:___________________________________________________
If Student, Name of School/College:_____________________________________________

Spouse/Parent/Guardian’s name:______________________Employer:_________________

Referred By:___________________________________________________________________
Person to contact in case of emergency:_________________________Phone:___________

Responsible Party:

Name of person responsible for this account:_____________________________________

Relationship to Patient:_______________________________Soc. Sec.#_________________

Address:_________________________________________Home Phone:_________________

Employer:________________________________________Work Phone:_________________

Insurance Information: (Please provide Dental Ins. Card to receptionist).
Insurance Company:___________________________________________________________
Name of Insured:______________________________________________________________
Birthdate:__________________________________________Soc. Sec.#__________________

Name of Employer:____________________________________________________________
I understand I am financially responsible for charges not covered by insurance at the time of service. I also agree to be responsible for payment during any ineligible period. Please understand that we will provide an insurance estimate to you, however it is not a guarantee that your insurance will pay exactly as estimated. Fees may be added if collection is necessary.
Signature of Responsible Party:_______________________________Date:_____________
-Over-

