
NEW PATIENT INFORMATION 

NAME (Last, First, Middle): __________________________________________________________ TITLE: _______________ 

ADDRESS: ______________________________________________________________________________________________ 

PREFFERRED NAME: _______________________________ SS NO: __________________ DOB: ______________________ 

HOME PHONE: ______________________ MARITAL: _____________ REF. DOCTOR: ______________________________ 

WORK PHONE: ______________________ SEX: _______________ REF. PATIENT: _______________________________ 

CELL PHONE: _______________________ EMAIL: ____________________________________________________________ 

MEDICAL ALERTS: _____________________________________________________________________________________ 

PRIMARY DENTAL INSURANCE COVERAGE 

SUBSCRIBER NAME: _______________________________________________ RELATION TO PATIENT: ______________ 

ADDRESS: ______________________________________________________________________________________________ 

SS NO: _____________________ EMPLOYER: ________________________________________________________________ 

DOB: _____________________ ADDRESS: ___________________________________________________________________ 

PLAN NAME: ________________________________ GROUP NO: __________________ IND YRLY DEDUCT: __________ 

INSURANCE CO: _________________________________________________________ FAM YRLY DEDUCT: ___________ 

ADDRESS: ______________________________________________________________________________________________ 

SECONDARY DENTAL INSURANCE COVERAGE 

SUBSCRIBER NAME: _______________________________________________ RELATION TO PATIENT: ______________ 

ADDRESS: ______________________________________________________________________________________________ 

SS NO: _____________________ EMPLOYER: ________________________________________________________________ 

DOB: _____________________ ADDRESS: ___________________________________________________________________ 

PLAN NAME: ________________________________ GROUP NO: __________________ IND YRLY DEDUCT: __________ 

INSURANCE CO: _________________________________________________________ FAM YRLY DEDUCT: ___________ 

ADDRESS: ______________________________________________________________________________________________ 

EMERGENCY CONTACT 

NAME: ________________________________________________________ RELATION TO PATIENT: _________________ 

PHONE NUMBER:_________________________________EMAIL: ________________________________________________

RESPONSIBLE PARTY 

NAME AND ADDRESS: ___________________________________________________________________________________ 

SIGNATURE (Full Name and Date):____________________________________________________________________________
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