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Patient Information 
 
Patient’s Name:____________________________________Birth Date:_______________________________ 
 
Sex_______Age:______Height:__________Weight:_____Soc. Sec.#__________________________________ 
 
Address:__________________________________________________________________________________ 
 
City:______________________   State:_____________________      Zip:_______________________________ 
 
Home Phone:_______________  Cell Phone:_________________ Work Phone:_________________________ 
 
Spouse’s Name:____________________________________________________________________________ 
 
Responsible Party Information 
 
Responsible Party’s Name:___________________________Birth Date:_______________________________ 
 
Soc. Sec.#___________________________  Relationship to Patient:___________________________________ 
 
Address:___________________________________________________________________________________ 
 
City:_________________________  State:____________________   Zip:_______________________________ 
 
Employer:___________________ Occupation: _______________ Phone Number:________________________ 
 
Dental Insurance Information 
 
Insurance Co. Name:________________________Insurance Co. Phone Number:________________________ 
 
Insured’s Name:___________________________Insured’s Birth Date:__________________________________ 
 
Insured’s ID#:_________________________ Insured’s Employer:______________________________________ 
 
Group Number:___________________ 
 
Medical Insurance Information 
 
Insurance Co. Name:________________________Insurance Co. Phone Number:________________________ 
 
Insured’s Name:___________________________Insured’s Birth Date:__________________________________ 
 
Insured’s ID#:_________________________ Insured’s Employer:______________________________________ 
 
Group Number:___________________ 
 
Family members who have been patients here:_____________________________________________________ 


