Patient Information

Please Provide the Following Information About the Patient

Patient Name

Preferred Name

Date of Birth

Gender

Home Phone

Work Phone

Dentist's Name

Date of Last
Cleaning

Chief Concerns

Mom’s Name

Mom’s Employer

Mom'’s Job Title

Sibling's Names

Today’s Date
Address

City

State, Zip
Mobile Phone

Email

Patient’s
School/Job
Friends or family
who are patients?
How did you hear
about us?

Who may we thank
for referring you?

Dad’s Name
Dad's Employer

Dad's Job Title

Please Provide the Following Information About the Financial Responsible Party(s) / Legal Guardian(s)

Responsible
Party

Address

City State & Zip

Home Phone

Work Phone

Mobile Phone

Email

Date of Birth

Social Security #

Employer

Insurance Co.

Insurance Phone

Additional
Insurance Notes

Secondary
Responsible Party
Address

City State & Zip
Home Phone
Work Phone
Mobile Phone
Email

Date of Birth
Social Security #

Employer
Insurance Co.
Insurance Phone




