
 

 

 

 PATIENT INFORMATION 

Today’s Date:_______________________________                 Email Address: ____________________________________ 

Name:  ____________________________________ I prefer to be called: ________________________________ 

        M               F                         Birthdate:_____/_____/_____  Age: ____________  SSN#: _________________________ 

Home Address: __________________________________  City: _______________  State: _________  Zip: _____________ 

        Single                  Married                  Divorced                   Widowed                  Separated                   Minor 

Home Phone: (       )_____________    Cell Phone: (       )_____________    Work Phone: (       )_____________  Ext.______ 

Employer: _______________________________    Address: __________________________________________________ 

Length of Employment: ____________________                  Occupation: _________________________________________ 

Where & when are the best times to reach you? _____________________________________________________________ 

Whom may we Thank for referring you? ________________________   Other family members seen by us: _________________ 

Previous/Present Dentist:  _________________________________          Date of Last Visit:  _________________________ 
 

Emergency: In the event of an emergency, is there someone who lives near you that we should contact? 

His / Her Name: _________________________ Relationship: _________________  Wk#: (         )___________  Hm#: (         )__________ 

 SPOUSE INFORMATION 

His / Her Name: _____________________________________ Employer: ________________________________________ 

Work Phone: (       )________________   Ext: _____________ Birth Date: ____/____/____   SS No: ___________________ 

 PERSONAL RESPONSIBLE FOR ACCOUNT 

Name: ____________________________________________ Relation: _________________________________________ 

Work Phone: (       )________________   Ext: _____________ Home Phone:  (       )________________________________ 

Employer: _________________________________________ Social Security No. _________________________________ 

 PRIMARY DENTAL INSURANCE 

Insurance Co. Name: ________________________________ Address: _________________________________________ 

Phone No: (        )___________________            Group Plan No. (Plan, Local or Policy#):____________________________ 

             Insured’s Name: _____________________________ Relation: __________________  SS No: _________________ 

Birthdate:  _____/_____/_____ 

Insured’s Employer: ___________________________  Employer’s Address:  _____________________________________ 

 SECONDARY DENTAL INSURANCE 

Insurance Co. Name:  _______________________________ Address: _________________________________________ 

Phone No: (        )______________                        Group Plan No. (Plan, Local or Policy#): ___________________________ 

Insured’s Name: ____________________  Relation: ______________  SS No.______________  Birthdate: ____/____/____ 

Insured’s Employer: __________________________   Employer’s Address:  ______________________________________ 

 MEDICAL HISTORY 

Do you have a physician?           YES         NO Physician’s Name: _________________________________ 

Address: _________________________________________ Phone No: (       )_____________  Date of Last Visit: _______ 

   

 

 

 

Comprehensive  Family Care 

 

Welcome 

(Please Circle) 




