
PATIENT FORM

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 # ______________________________________________________________   ID # ____________________________________________ 

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                                            [    ]  Newspaper

     [    ]  Internet Search Engines                                   [    ]  Phone Directory

     [    ]  Social Media (facebook/twitter/blog)                 [    ]  Other: ____________________________________ 


