
NEW PATIENT INFORMATION FORM 

 

NAME: (Last, First, Middle):___________________________________________TITLE _____SEX; M/F 

ADDRESS_________________________________________________________ZIP CODE_________ 

PERFERRED NAME:_______________________SS NO:_____________________DOB___/___/_____ 

MARTIAL STATUS: S/M/D/W    REFERRED IN BY:___________________________________________ 

CELL PHONE:_____________WORK PHONE:__________________HOME PHONE:________________ 

EMAIL:_______________________________EMPLOYER:____________________________________ 

PARENT (S)/GUARDIAN IF MINOR_______________________________________________________ 

RESPONSIBLE PARTY 

NAME:____________________________________________________________________________ 

ADDRESS__________________________________________________________ZIP CODE_________ 

SIGNATURE_______________________________________________________DATE:_____________ 

 

 

SIGNATURE______________________________________________________________DATE_________ 

PRIMARY DENTAL INSURANCE: 

SUBSCRIBER NAME:_________________________________DOB:__/__/__ SS#___________________ 

RELATION TO PATIENT_________________EMPLOYER:_______________________________________ 

ADDRESS______________________________________________________________ZIP CODE_______ 

PLAN NAME:__________________________________________________GROUP NO:______________ 

INSURANCE CO:_______________________________________________________________________ 

SECONDARY DENTAL INSURANCE: 

SUBSCRIBER NAME:_________________________________DOB:__/__/__ SS#___________________ 

RELATION TO PATIENT_________________EMPLOYER:_______________________________________ 

ADDRESS______________________________________________________________ZIP CODE_______ 

PLAN NAME:__________________________________________________GROUP NO:______________ 

INSURANCE CO:_______________________________________________________________________ 

I HEREBY GRANT PERMISSION TO THE STAFF OF THIS OFFICE TO ADMINISTER SUCH MEDICATIONS 

AND ANESTHETICS, AND PERFORM SUCH DIAGNOSTIC AND THERAPEUTIC PROCEDURES AS MAY BE 

NECESSARY FOR PROPER DENTAL CARE. 

 


