
Patient Information 
Name___________________________________________________________Date____________
                           Last                            First                                              Middle                     
Mailing Address___________________________________________________________________ 
                                              Street                                        City                          State                Zip 

Home Phone__________________Work Phone__________________Cell Phone_______________ 
                                 Area Code                                                                  Area Code                                                              Area Code  

Social Security #_______________________Birthdate_______________________       M   F 
                   Circle Sex   
Employer ____________________________________Position_____________________________ 
 
Name of referring dentist____________________________________________________________ 
 
 
Spouse or Parent Name_____________________________________________________________ 
                  If minor             
Employer_____________________________________Position_____________________________ 
 
Social Security #___________________Birthdate_______________Work Phone_______________ 
                    Area Code 
 
 

    Dental Insurance Information  
Name of Insured Employee__________________________________________________________ 
    Last                                                   First                                  Middle 

Social Security #____________________________Birthdate_______________________________ 
 
Employer _______________________________Work Phone_______________________________ 
                                                                                                       Area Code  

Insurance Company_________________________________Phone__________________________ 
              Area Code 

Do you have secondary coverage?    Yes   No              If yes: 
 
Name of Insured Employee__________________________________________________________ 
    Last                                                   First                                  Middle 

Social Security #____________________________Birthdate_______________________________ 
 
Employer _______________________________Work Phone_______________________________ 
                                                                                                       Area Code  

Insurance Company_________________________________Phone__________________________ 
                          Area Code 

 

Emergency Contact Person 
Name____________________________________________Phone__________________________ 
                      Area Code   
 

For Office Use ONLY 
POC:________________________DED:_______Met:_______MAX:__________Used:_________ 
 
PREV:_______BASIC:_______MAJOR:_______  ENDO:  Basic or Major       Calendar Year     
        
Waiting Period:_________________Additional Info:_____________________________________ 
 
________________________________________________________________________________ 
 


