
PATIENT INFORMATION FORM 

 

Patient Personal Information 

 
Date:                     Patient Name:     __   __                                                        I like to be called:                                      _ 
 
Address:                                                                      City:                                            State:                 Zip:                           _ 
 
Home Phone:                                                   Work:                                                   Cell:                                                      _ 
 
Email:                                                                                       Are text reminders okay?         Yes          No                         _ 
 
Birth Date:                                Age:                    Male          Female         Marital Status:                                             ____ 
 
Social Security number:________________________________________________________________________   
                                       
Parent (s)/Legal Guardian (s) name if under 18 years old:_____________________________________________ 
 
___________________________________________________________________________________________ 
 
Who may we thank for referring      Google       Yelp       FB       Radio-B101.5       Other:  _   _____              _   _____ 
you to our practice, circle one:         Insurance          Friend (Name):                          _____ ____________________   
 
Emergency Contact:                                                       Phone:                                    Relationship: ___                   _____ 

 

Employment Information 

 

Occupation:                                      Employer:                                          Address:                                                 __         _ 

 

Account Information 

Person Financially Responsible for this account:                                     Relationship to patient:                                  _ 
 
Social Security #:                                  DOB:                                   Cell Phone:                                          _ ____________ 
 
Address:                                                                                                                                                                                       _ 

 

Dental Insurance Information 

Primary Carrier  Name of Insurance Company:                                                                 Group #:                                    _ 
  
Employer Name:                                                                                                                                                                       __ 
 
Subscriber Name:                                   Subscriber DOB:                            Relationship to Patient:_  _______ 
 
Subscriber ID#                                        Subscriber Social Security Number: _________________________ 
 
Secondary Carrier   Name of insurance Company:                                            Group #:    _______________ 
 
Employer Name:                                                                                                                                                        __ 
 
Subscriber Name:                                   Subscriber DOB:                            Relationship to Patient:_  _______ 
 
Subscriber ID#                                        Subscriber Social Security Number: _________________________ 

 


