
 

PATIENT INFORMATION 

Welcome to our office!!! 

 

Please take a few minutes to fill out this form as completely as you can. If you have any questions we will be glad 

to help you. 

 

Name_____________________________________________________________________________________ 

              Last                                First                              MI                            (Preferred)            

Birthdate_________________ SS#______________________   Gender [   ] M  [   ] F       Married [   ] Y  [   ] N  

Work Phone___________________ Wireless Phone____________________ Home Phone_________________  

Email_____________________________________________________________________________________ 

Address___________________________________________________________________________________ 

                  Street    City       State  Zip   

 

Preferred contact method              [   ] Phone call                    [   ] Text                          [   ] Email 

 

Preferred Pharmacy:    ______________________________________________________________________ 

 

How did you hear about us?____________________________________________________________________  

(If someone referred you here, please write down their name so we can thank them.) 

 

DENTAL INSURANCE BENEFITS:  

 

Insurance Company_______________________________________________     Ph ______________________ 

Subscriber Name_____________________ Subscriber Birthdate___________ Subscriber ID #_______________ 

Employer _____________________ Group Name _____________________ Group # _____________________ 

Your relationship to the subscriber        [   ] Self          [   ] Spouse         [   ] Child 

*Please present insurance card to receptionist* 

 

If you have no insurance benefits, that’s ok! Please ask about our DENTAL SAVINGS PLAN 


