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Patient Information:
Patient’s Name: _____________________________ Date of Birth: ___/____/______   Sex: M ___ F ___
Social Security Number: ______-______-______
Home Address: _________________________________________________________________
City: ________________________	State: ________________	Zip Code: ___________
Home Phone Number: (____)______________________ Cell Number: (____)__________________ 
Permission to receive Text Messages? Yes ___No___ Permission to leave Voicemail? Yes ___No____
Occupation: _________________ Employer: _________________ Work Number: (____)____________
Email address: _____________________________________________
Marital Status: Please check one
Single ___   Married ___   Separated ___   Divorced ___   Widowed ___
Are you a full time student?  Yes___	No ___	 School: ________________________________

Spouse information/Parent or guardian (if patient is minor)
Name: _____________________________________________________________
Employer: __________________________________________________________
Social Security Number: _______________________________________________
Date of birth: ________________________________________________________

EMERGENCY CONTACT INFORMATION – 
Name:  ___________________________________ Phone Number (____)________________________
Relationship: _______________________________

How did you hear about us: ____________________________________________________________
[bookmark: _GoBack]
							If you have double insurance coverage, complete this for the second coverage
Insured’s Name __________________________________
Insurance Co. ___________________________________
Insured’s Employer _______________________________
Insured’s Soc Sec # _________________ DOB _________
Group # _______________________


Dental Insurance Information (Primary Carrier)				
Insured’s Name ____________________________________________
Insurance Co. ______________________________________________
Insured’s Employer __________________________________________
Insured’s Soc Sec # _____________________ DOB _______________
Insurance ID # ___________________
Group # ________________________
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