
Patient Information                                                     Date _________________________  

Patient’s Name:___________________________________________________________________________ 	  
	 	 	      	     Last 	 	 	 First 	 	 	 Middle 
Address__________________________________________________________________________________		
	 	 	 Street 		 	 City 	 	 State 	 	 Zip                            Home 
Phone __________________Cell Phone _____________________ E-mail: ___________________________ 
Social security # _________________ Preferred Name: _____________ Occupation: ________________ 
school name: _____________________________________ Dentist: ________________________________ 
If patient is a minor, give parent/s / guardian’s name ___________________________________________ 
Whom may we thank for referring you to our office? ___________________________________________


Responsible Party Information  

Name _________________________________________________________________________M / S / D___ 
	 	 	 	 	 Last 	 	 	 First 	 	 Middle 	         Marital Status 
Residence________________________________________________________________________________
_	 	 	 	 	 Street 		 	 	 City 	 	 State 	 	 Zip      
Mailing Address (if different )________________________________________________________________ 		
	 	 	                      Street 		                       City 	            State 		 Zip       
Prefer number to be contacted: Home___________________ CellPhone _________________________ 
e-mail address ___________________________Social Security # ____________ Birth date ___________ 
Relationship to Patient ___________________________ Employer ____________________________ 
Occupation _______________________                                                                                     
Secondary Account Holder Name___________________________________________________________ 	  
	 	 	      	                  Last 	 	 	 First 	 	 	 Middle           
Relationship to Patient ____________ Employer_________________________ SS # ______________ 
Birth date: ________________Phone __________________


Insurance Information  

Insured’s Name _________________________________________ Insured’s SS # ____________________  
Insurance Company ____________________ Group No. ________________ Local No. _______________ 
Do you have dual coverage? No Yes If Yes:                                           


Insured’s Name ________________________________________ Insured’s SS # ____________________  
Insurance Company ___________________ Group No. ________________ Local No. _______________ 
Insured’s Employer __________________________________


Tono CMYK: a8567f Tono CMYK: b72a6a

Tono CMYK: a8366a Tono CMYK: 812f50


