
PATIENT INFORMATION

PATIENT NAME: _______________________________________    HOME PHONE: _________________________________ 

STREET ADDRESS: _________________________________________________CITY: ______________ZIP: _____________ 

SEX: __________    DOB: _____________________    AGE:____________     WEIGHT:___________    HEIGHT:__________

MOTHER'S INFORMATION

NAME: _________________________________________________________________________________________________     

DOB: ______________________       SS #: ____________________________________________________________________ 

CELL #: ___________________________________________      WORK #:__________________________________________ 

EMPLOYER: ____________________________________________________________________________________________

EMAIL: ________________________________________________________________________________________________

FATHER'S INFORMATION

NAME: _________________________________________________________________________________________________     

DOB: ______________________       SS #: ____________________________________________________________________ 

CELL #: ___________________________________________      WORK #:__________________________________________ 

EMPLOYER: ____________________________________________________________________________________________

EMAIL: ________________________________________________________________________________________________

INSURANCE INFORMATION

DENTAL INSURANCE COMPANY: ______________________________________________ GROUP #: ________________

NAME OF INSURED: ___________________________________________ MEMBER ID #: ___________________________ 

MAILING ADDRESS: ____________________________________________________________________________________ 

PHONE #:_______________________________________________________________________________________________ 

HOW DID YOU HEAR ABOUT US? ________________________________________________________________________


