
New Patient Forms 
 

Date:  _________________________ 

Patient’s Name:  ____________________________________  Date of Birth:  _____________  

Residence:  __________________________________________________________________  

Home Phone:  _______________Cell Phone:  ______________  

Email:  ____________________________________________  

Name of Parent or Guardian:  ____________________________________________________  

 

Responsible Party: __________________________________  

Mailing Address:  _____________________________________________________________  

Social Security Number:  _____________________________ Birthdate:  _________________  

Relationship to Patient:  ______________________________  

Phone – Home:  _________________Work:  ________________  Cell:  __________________  

Email:  ____________________________________________  

Employer:  _________________________________________ Occupation:  _______________  

 

Other Parent Name:  _________________________________  

Mailing Address:  _____________________________________________________________  

Social Security Number:  _____________________________ Birthdate:  _________________  

Relationship to Patient:  ______________________________  

Phone – Home:  _________________Work:  ________________  Cell:  __________________  

Email:  ____________________________________________  

Employer:  _________________________________________ Occupation:  _______________  

 

Dental Insurance Information 

Insurance Company Name:  _____________________________________________________  

Insurance Company Address:  ___________________________________________________  

Insurance company Phone Number:  ____________________  

Policy Holder’s Name:  _________________________________________________________  

ID number:  __________________________Group Number:  __________________________  

Employer:  _________________________________________  

 

Do you have dual coverage?  No: ____  Yes: ____ If yes please fill out the following 

 

Insurance Company Name:  _____________________________________________________  

Insurance Company Address:  ___________________________________________________  

Insurance company Phone Number:  ____________________  

Policy Holder’s Name:  _________________________________________________________  

ID number:  __________________________Group Number:  __________________________  

Employer:  _________________________________________  


