
New Patient Information
Personal Information

Name: _________________________________ Marital Status: __________________

Address: ______________________ City/State/Zip: ____________________________

SSN: _______________________ DOB: ______________________

Driver’s License #:_________________________ State: __________________

Home Phone: _____________ Cell: ______________ Email: _____________________

Emergency Contact: _________________________ Phone Number: ______________

How would you like to be contacted for your appointments and other notifications?

By email? Yes/No                    By Text? Yes/No                  By Phone call? Yes/No

Employer Information

Employed by: ___________________________ Present Position: _________________

City: ____________________ State/Zip: ____/_______ Work Phone: ______________

Insurance Information

Do you have dental insurance? Yes/No Name of Insurance Company: ______________

Name of person carrying ins. (If different than above): ___________________________

Subscriber’s SSN: ___________________________ DOB: ______________________

Employed by: __________________________________ How long: _______________

Present Position: ___________________________ Work Phone: _________________

Who will pay for this acct? ____________________ Referred by: _________________

Signature: ______________________________________ Date: __________________

**Office Use Only** Inputted by: ______________________ Date: _________________










