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Date ____________                                                                                         SSN _________________________________ 

Name ________________________________________________       Birthdate ____ /____ /_____      

Address ______________________________________________________________________________________ 

City _________________________________________              State _____________       Zip code ______________ 

Patient Employed by _________________________________________    Occupation _______________________ 

Business Address ____________________________________________    Work Phone __________________         ok to call       don’t call 

    Minor       Single        Married       Divorced       Widowed        Separated    Home Phone __________________        ok to call       don’t call                                                                                                                 

Referred by _________________________________________________   Cell Phone    __________________         ok to call       don’t call 

Emergency contact ___________________________________________    Phone ___________________________ 

PRIMARY DENTAL INSURANCE COVERAGE 

Person Responsible for Account ___________________________________________________________________ 

Relationship to Patient _____________________  Birthdate _____________   SSN___________________________ 

Name of Employer______________________________  Work Phone_____________________________________ 

Business Address ________________________________  City____________________  State______ Zip_________ 

Insurance Company _____________________________________________  Group #________________________ 

Ins. Co.  Address _________________________________  City____________________  State______ Zip_________ 

SECONDARY DENTAL INSURANCE COVERAGE 

Subscriber Name _______________________________________________________________________________ 

Relationship to Patient _____________________  Birthdate _____________   SSN___________________________ 

Name of Employer______________________________  Work Phone_____________________________________ 

Business Address ________________________________  City____________________  State______ Zip_________ 

Insurance Company _____________________________________________  Group #________________________ 

Ins. Co.  Address _________________________________  City____________________  State______ Zip_________ 
 
 
Signature of patient (or parent if minor)  _____________________________________________________________ 


