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Patient Information  
 
 
The following information is needed for our records.  Please PRINT answers to all questions on both sides of 
this sheet. 
 
 
Patient Name: _________________________________________________________________________________ 
  First    Middle Initial    Last    
 
Date of Birth: __________  Age: _____  Marital Status:  __________  Social Security Number: _____ ____  _______ 
 
Home Address: ________________________________________________________________________________ 
  Street       Apartment/Unit/Lot Number 
   

____________________________________________________________________________________________________ 
  City      State    Zip 
 
Home/Local Phone:    _____________________Business Phone: ________________________________________ 
 
Employer: ____________________________________ Position: ________________________________________ 
 
 
Responsible for Account (RFA): ________________________ Relationship: ________________________________ 
 
RFA’s Social Security Number: _______ _____ ___________  Date of Birth: ________________________________ 
 
RFA’s Address: ________________________________________________________________________________ 
    Street    City   State  
   Zip 
RFA’s Employer: _______________________________________________________________________________ 
  Name    Address 
  ________________________________________________________________________________ 
  Phone    Position 
 
 
Method of Payment:  Cash: ____ Check: ____ Credit Card: ____ CC Number __________________Insurance: ____ 
 
Name of Medical Insurance Company: ______________________________________________________________ 
 
Group/Contract Number: _______________ Subscriber Number: ________________  ID Number:______________ 
 
Name of Dental Insurance Company: _______________________________________________________________ 
 
Group/Contract Number: _________________________________________________________________________ 
 
 
Referred By: __________________________________________________________________________________ 
 
Physician: ____________________________________________________________________________________ 
       Name    Address    Phone 
 
Dentist: ______________________________________________________________________________________ 
       Name    Address    Phone 
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