



Please take a few minutes to answer the following questions  
so we can better assist you with your dental needs. 

Date _______________  Name ______________________________ Birthdate ____________ 
Soc. Sec. # _________________________________ Cell Phone _________________________ 
Street Address _________________________________________________________________ 
City __________________________________ State ________ Zip Code __________________ 
Email address: _________________________________________________________________ 
Sex: _____ M _____ F                 Please check one: ____ Minor ____ Single ____ Married 
Emergency Contact Name_______________________________________________________ 
Relationship_________________________________ Phone ____________________________ 
Employer ___________________________________ Phone  ___________________________ 
Address ________________________________________ Occupation ___________________ 

Primary Dental Insurance 
Insured Name_____________________________________________ Birthdate_____________ 
Relationship to patient _______________________ Soc. Sec. # _________________________ 
Address ________________________________________________________________________ 
City ___________________________ State ______ Zip ___________ Phone________________ 
Insured employed by _________________________________ Phone ____________________ 
Insurance company ______________________________________________________________ 
Insurance company address ______________________________________________________ 
Subscriber ID # _____________________________ Group # ____________________________ 

Secondary Dental Insurance 
Insured Name_____________________________________________ Birthdate_____________ 
Relationship to patient _______________________ Soc. Sec. # _________________________ 
Address ________________________________________________________________________ 
City ___________________________ State ______ Zip ___________ Phone________________ 
Insured employed by ______________________________ Phone _______________________ 
Insurance company ______________________________________________________________ 
Insurance company address ______________________________________________________ 
Subscriber ID # _____________________________ Group # ____________________________ 

Welcome to


