PATIENT FORM

FAMILY DENTISTRY Z

PATIENT INFORMATION

Patient Full Name Preferred Name Birthdate __ /__/
Marital Status [ ] Single [ ] Married [ ] Widowed [ ] Separated [ ] Divorced Patient SS#/or DL#

Physical Street Address Home Phone

City State Zip Code Cell Phone

Mailing Street Address (if different from above)

City State Zip Code

Employer Name Work Phone

Spouse Name Birthdate ___/___/_____ Spouse SS#

Spouse Employer Spouse Work Phone

IF PATIENT IS UNDER 18 (please complete this section)

Person responsible for this account Relationship to patient
SS # Birthdate __ /__ /

Physical Street Address Home Phone

City State Zip Code Cell Phone
Employer Work Phone

EMERGENCY CONTACT INFORMATION (please list someone not living with you)

Name Relationship to you Phone

DENTAL INSURANCE INFORMATION

Insurance Company Insurance Company Phone

Group # D #

Subscriber’s Name Subscriber’s Employer
Subscriber’s Birthdate ___/__/__ Subscriber’s SS# Relationship to Patient
Is patient covered by additional insurance? [Y] [N]

Insurance company Group / ID #

REFERRAL INFORMATION How did you become familiar with our office? Please check the box [ X ] next to any that apply:

] Referred by a Friend: (Name of Friend)

] Referred by Medical Professional: (Name)

] Location Postcard / Mailer
] Drive-by Brochure
] Website

Phone Directory
Other:

] Internet Search Engines
] Social Media (facebook/twitter/blog)

]
]
] Newspaper
]
]
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