
Patient Information Sheet

Date: __________________

Name: __________________________________________________________________
              LAST                                                               FIRST                                                                                 M.I.

Street Address: _____________________________________________________________

City: _________________________________   State: ___________________    Zip: ______________

Home #: ___________________ Work #: ___________________ Cell #: __________________

Email Address: _________________________________________________________________________
(We will be using email addresses to confirm appointments only)

Social Security #: ______________________________    Date of Birth: _______________________

Name of Responsible Party (person who will get the bill for the family): ____________________________

How did you hear about us? ____ Family Member  ____ Friend  ____ Verizon Book  ____ Yellow Book

Dental Insurance Information

Policy Holder’s Name: ___________________________________________________________________

Date of Birth: _________________________                 Social Security #: __________________________

Employer: _______________________________________________   Group #: _____________________

Dental Insurance ID #:_________________________ Dental Ins. phone#: __________________________

Dental Insurance Name: __________________________________________________________________ 

Dental Insurance Address: ________________________________________________________________

City: _________________________________   State: ___________________    Zip: ______________

Secondary Dental Insurance Information

Policy Holder’s Name: ___________________________________________________________________

Date of Birth: _________________________                 Social Security #: __________________________

Employer: _______________________________________________   Group #: _____________________

Dental Insurance ID #:_________________________ Dental Ins. phone#: __________________________

Dental Insurance Name: __________________________________________________________________ 

Dental Insurance Address: ________________________________________________________________

City: _________________________________   State: ___________________    Zip: ______________
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