
WELCOME TO OUR OFFICE 
KONSTANTINE MALAFIS D.D.S. 

35-10 DITMARS BLVD  
ASTORIA, NY 11105 

(718) 274-2871 
 
 

 
 

 
 

 
 
 
 
 

Name of  Insured 
 

Relation To Patient 
 

 
Birth Date _____/_____/_____ 

 

 
Social Security Number _____-_____-_____ 
 

 
Insurance Company  

 
Insurance Phone Number (        ) ______-______________ 
 

 
 
Work Address  

 
 
Work Phone Number (        ) _____-___________ 
 

 
Today’s Date _____/_____/_____ 
  

 
Date of  Birth _____/_____/_____ 

Patient’s Name If  Minor Name of  Guardian 

Sex        M        F  
Social Security Number _____-_____-_____ 
 

 
Address 
 
 
_____________________________________________________________ 
 
 
________________           _____                  __________ 
City                                    State                   Zip Code 

 
 
Phone Number          (          ) _________-______________ 
 
Cell Phone Number  (          ) _________-______________ 
 
E-mail  __________________________________________ 
 

Marital Status           SINGLE    MARRIED   DIVORCED 
                                        SEPARATED        WIDOWED 
  

Who Referred You To Our Office  
 

In Case Of  Emergency, Who Should We Contact 
 

 
Contact Number (         ) _____-__________ 

PATIENT INFORMATION 

INSURANCE INFORMATION 


