
New Patient Information Form 

NAME: ______________________________________________________  Title:___________________ Sex:   M/F 

ADDRESS:___________________________________________________________________________________ 

CITY:__________________________________________STATE:__________ZIPCODE:_____________________ 

SS#:______________________________ DOB:_________/_________/__________ 

HOME PHONE:________________________EMPLOYER:______________________________________________ 

CELL PHONE:_____________________________ REFERRING DR/PATIENT:_____________________________ 

EMAIL:_______________________________________________________________________________________ 

PARENT/GUARDIAN(if minor):____________________________________________________________________ 

PRIMARY DENTAL INSURANCE COVERAGE 

SUBSCRIBER NAME:___________________________________________ RELATION:______________________ 

SS#:_____________________________  EMPLOYER:________________________________________________ 

DOB:________/________/__________    INSURANCE COMPANY:_______________________________________ 

MEMBER ID#:______________________________________________ GROUP#:___________________________ 

INSURANCE PROVIDER PHONE#:________________________________________________________________ 

SECONDARY DENTAL INSURANCE COVERAGE 

SUBSCRIBER NAME:_______________________________________________ RELATION:__________________ 

SS#:___________________________  EMPLOYER:__________________________________________________ 

DOB:________/________/__________    INSURANCE COMPANY:_______________________________________ 

MEMBER ID#:_________________________________________________ GROUP#:________________________ 

INSURANCE PROVIDER PHONE#:________________________________________________________________ 

RESPONSIBLE PARTY 

NAME:_______________________________________________________________________________________ 

ADDRESS:____________________________________________________________________________________ 

CITY:_________________________________________ STATE:_________________ ZIP:____________________ 

SIGNATURE:________________________________________________________ DATE:____________________ 


