
 

 

PATIENT INFORMATION 

Date:    NEW PATIENT UPDATE 

 
Patient:    
 Last First M                     Male  Female     Age 
 

                Child*          Student**         Single        Married         Divorce         Widow        Other 

*IF CHILD, PROVIDE PARENT/GUARDIAN NAME(S) BELOW: 
 
 
                                   

PARENT/GUARDIAN  
 

** IF STUDENT, PLEASE COMPLETE        FULL-TIME               
PART-TIME 

 
SCHOOL/LOCATION GRADE 

 
Patient date of Birth:  _________________________ Patient SSN:   XXX-XX- (last 4 digits only)  
 
Address:  ______________________________________________________Cell:   ________________________ 

                ______________________________________________________   

E-Mail:  _______________________________________________________Referred by:  ___________________ 

GENERAL DENTIST INFORMATION 

 
Dentist:                          Phone:    
Clinic/Facility:    

Address:    
   

RESPONSIBLE PARTY INFORMATION 

 
Name:  _______________________________________________________Birthdate:  ____________________ 
Employer:  ____________________________________________________                  
Occupation:  ___________________________________________________SSN:   XXX-XX- (last 4 digits only)   
Address: ______________________________________________________ 
               ______________________________________________________Work:_________________________   

City                                        State                    Zip Code 

INSURANCE INFORMATION 

Primary Insurance Carrier: Phone Number:   
  
Subscriber Name:    
Subscriber Date of Birth:      Subscriber SSN:  XXX-XX-  
Subscriber Employer:                    (last 4 digits only) 
Member ID No.:    Group No.:    
Patient Relationship to Subscriber:       Self   Spouse   Child   Other   Describe if other: 

  
Secondary Insurance Carrier: Phone Number:   
  
Subscriber Name:    
Subscriber Date of Birth:      Subscriber SSN:  XXX-XX-  
Subscriber Employer:           (last 4 digits only) 
Member ID No.:    Group No.:    

Patient Relationship to Subscriber:   Self    Spouse   Child   Other    Describe if other:


