
 

 

Patient Name:________________________________________ Date of Birth:______________________ 

Patient’s Address:______________________________________________________________________ 

City____________________________ State ________ Zip _______ Phone:________________________ 

Cell Phone #_____________________________ email address:__________________________________ 

Patient’s Employer:_____________________ Employer Address:________________________________ 

Employer’s Phone:__________________ Soc Sec No:____________________ Yrs Worked ___________ 

Marital Status (  ) Single      (  ) Married     (  ) Divorced     (  ) Widowed 

Spouse’s Name:___________________________ Spouse’s Soc Sec No:___________________________ 

Spouse’s Employer:__________________________________ Employer Phone:_____________________ 

Spouse’s Date of Birth:_________________________  

In Case of Emergency Contact:____________________________________________________________ 

 

IF SPOUSE, PARENT OR GUARDIAN IS LIABLE FOR ACCOUNT FILL IN THE FOLLOWING:   

  

Responsible Party’s Name ________________________________ Date of Birth:__________________ 

                                                                    Responsible Party’s SS #__________________________________ 

Address:____________________________________________________ Phone: ___________________ 

Party’s Employer: ______________________________________________________________________ 

Dental Insurance (  ) Yes     (  ) No   Name of Dental Company:___________________________________ 

Family Doctor’s Name:  __________________________ Phone: _____________ Last Physical: ________ 


