
Patient Information Form 

Patient Name:_______________________________________________Preferred Name: _____________________ 

Address: Street_______________________________________City________________State_______Zip__________


Phone: Home_________________________Work___________________________Cell_________________________


E-mail Address:___________________________________________________________________________________


Social Security Number:__________________________________Date of Birth:____________________________ 

Sex:  ☐ Male    ☐ Female    ☐ Other    ☐ Decline to answer


Martial Status:  ☐ Single   ☐ Married    ☐ Divorced    ☐ Widowed    ☐ Separated    ☐ Decline to answer


Emergency Contact: ______________________________________________Phone:_________________________ 

Whom may be thank for referring you?_____________________________________________________________ 

Dental Insurance  

☐ Yes or ☐ No. If yes, please fill out the below:


Dental Insurance:__________________________________________________Group Number: ________________ 

ID Number: _____________________________Insurance Phone Number: ________________________________ 

Subscriber Employer: ____________________________________________________________________________ 

Subscriber Name: ________________________________________Relation to Patient: _____________________ 

Subscriber Address: Street________________________________City____________State_______Zip__________


Subscriber Date of Birth: ___________________Subscriber Social Security Number: ____________________ 

Responsible Party/Guardian for Patient  

If responsible party/guardian for patient is different than the above information, please provide:


Name and Address: ______________________________________________________________________________ 

Phone: __________________________________________E-mail Address: _________________________________ 

I understand and agree that regardless of my insurance state, I am ultimately responsible for the balance on my account for any 
professional services rendered. I have read all the information on this sheet and have completed the above answers. I certify this 
information is true and correct to the best of my knowledge. I will notify you if any changes in my health status or the above 
information.


Signature: _____________________________________________________________________Date: ________________________________


