FAMILY DENTISTRY

Patient Name:

First Middle Last
Preferred Name: DOB: Social Security #
Driver’s License # Driver’s License State: M male  Eremale
Address: City/State: Zip:
Home Phone: Cell Phone: Work Phone:
Email Address: Best way to reach you:
Marital Status: [l Single I Married Divorced [ Widowed
Spouse’s Name: Spouse’s Phone # Minor: EllYes Il No
Employer Name: Occupation:

Insurance Information

Do you have Dental insurance: B ves No Insurance Company:

Group ID# Member ID#

Responsible Party Information (if someone other than the patient)

Name of Insured: DOB: SS#:

Phone Number: Relationship to Patient:

Home Address:

Emergency Contact Information

Name: Phone#

Relationship to Patient:

Current Dental Issues or Concerns

Are you currently having dental problems? Yes/No

If yes, please explain:




