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Patient	
  Name	
  Last_________________	
  	
  First________________	
  M____	
  	
  Preferred	
  ________________	
  

Address___________________________________________________	
  

City_______________________	
  State_______________________	
  Zip________________________	
  

Home	
  #______________________	
  Mobile____________________	
  Work______________________	
  

	
  

Place	
  of	
  Employment____________________________________	
  

Family	
  Status:	
  	
  Married	
  	
  	
  	
  Single	
  	
  	
  	
  	
  Child	
  

	
  

Birth	
  Date__________________	
  SS	
  #._________________________	
  

	
  

Email	
  Address_______________________________________________	
  

	
  

Which	
  way	
  would	
  you	
  prefer	
  to	
  be	
  reminded	
  of	
  your	
  next	
  appointment?	
  	
  	
  	
  Text	
  	
  	
  	
  E-­‐mail	
  	
  	
  	
  Phone	
  

	
  

	
  Name	
  of	
  person,	
  office	
  or	
  other	
  source	
  referring	
  you	
  to	
  our	
  office:	
  	
  

___________________________________________	
  

	
  

Spouse	
  or	
  responsible	
  Person	
  Information:	
  

Self/Spouse/Other.	
  	
  Name:	
  	
  ___________________________	
  

	
  



	
  

Dental	
  Insurance	
  Information:	
  

Insured’s	
  name____________________________________Birthdate_________________________	
  

	
  

SS	
  #.	
  ____________________________	
  

	
  

Place	
  of	
  Employment	
  of	
  insured______________________________	
  

Please	
  allow	
  us	
  to	
  make	
  a	
  copy	
  of	
  your	
  Dental	
  card	
  

	
  

Medical	
  Insurance	
  Information:	
  (Sleep	
  patient’s	
  only)	
  

	
  

Insured’s	
  Name_______________________________	
  Birthdate___________________	
  

	
  

SS	
  #._____________________________	
  

	
  

Place	
  of	
  Employment	
  of	
  insured____________________________	
  

	
  

Please	
  allow	
  us	
  to	
  make	
  a	
  copy	
  of	
  your	
  Dental	
  card	
  

	
  

Signature:	
  _______________________________	
  Date:______________	
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