
	  SS#/SIN 	

Patient Information (CONFIDENTIAL)

Name 	  Birthdate 	  Home Phone 	

Address 	  City 	  State/Province 	  ZIP/PC 	

Email 	  Cell Phone 	

Check Appropriate Box:     ❑ Minor     ❑ Single     ❑ Married     ❑ Divorced     ❑ Widowed     ❑ Separated

Previous Dentist 	

How did you hear about our practice? 	

Person to contact in case of emergency 	  	  Phone 	

Responsible Party
Name of Person Responsible for this Account 		   Relationship to Patient 	

Address 		   Home Phone 	

Email 		   Cell Phone 	

Driver’s License # 		   Birthdate 	

Insurance Information
Name of Insured 		   Relationship to Patient 	

Birthdate 		   SS# 	

Name of Employer 	

Insurance Company 	  Group #  	  Policy/ID # 	

DO YOU HAVE ANY ADDITIONAL INSURANCE?     ❑ Yes     ❑ No     IF YES, COMPLETE THE FOLLOWING:
	

Name of Insured 		   Relationship to Patient 	

Birthdate 		   SS# 	

Name of Employer 	

Insurance Company 	  Group #  	  Policy/ID # 	

Welcome


