
 

           TODAY’S DATE  _________________ 

 

           NAME  _________________________________________________________   PHONE  ________________________ 

           ADDRESS  ______________________________________________________  E MAIL _________________________ 

           CITY & STATE  __________________________________________________  CELL PHONE ____________________ 

           SOCIAL SECURITY #  __________________________  BIRTHDATE  ____________________  SEX  ______________ 

           PLACE OF EMPLOYMENT  __________________________________________________________________________ 

           PHONE NUMBER OF EMPLOYMENT  _________________________________________________________________ 

           ****************************************************************************************************************************************** 

           PERSON TO BE BILLED (if different from above) 

           NAME  __________________________________________________  RELATIONSHIP  _________________________ 

           ADDRESS  ______________________________________________   PHONE  ________________________________ 

           CITY & STATE  ____________________________________________________________________________________ 

           ****************************************************************************************************************************************** 

           DENTAL INSURANCE 

           INSURED’S NAME  ___________________________________________  SOCIAL SECURITY #  __________________ 

           INSURED’S EMPLOYER  ______________________________________  INSURED’S BIRTHDATE  _______________ 

           INSURANCE COMPANY  ______________________________________  GROUP NUMBER  ____________________ 

           ****************************************************************************************************************************************** 

           IN CASE OF EMERGENCY, WHOM MAY WE CONTACT? 

           NAME  ________________________________________________________  PHONE  __________________________ 

           ADDRESS  _______________________________________________________________________________________ 

           ****************************************************************************************************************************************** 

           WHO MAY WE THANK FOR REFERRING YOU TO OUR OFFICE?  _________________________________________ 

           DO YOU LIKE YOUR SMILE?  IF NOT, WHAT WOULD YOU LIKE TO DO TO IMPROVE IT? 
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