
Patient Information 

Name:__________________________  _________________________ ___________________ Sex:___ 
  Last    First    Middle   

 
Address:__________________________________  ________________  ___________  ______________ 

   Street    City            State        Zip Code 
 

Birthdate:______________  E-Mail:_______________________ Phone:___________________________ 
 
General Dentist:________________________  Last Visited:_____________________________________ 
 
Who may we thank for referring you to our office?____________________________________________ 
 
 
 

Responsible Party Information         
Same as above     

 
Name:___________________________    _______________________________________  ____________________ Sex:____ 
  Last     First       Middle 

Address:_____________________________________  ________________  ____________  __________ 
   Street     City  State  Zip          

 
Birthdate:_______________ E-mail:_____________________ Relationship to Patient:_______________ 
 
Home #:__________________ __Cell #:______________________ __ Work #:_______________x._____ 
 
Employer:____________________ Occupation:____________________ No. Years Employed:_________ 
 
 
 

Presenting with Patient 
Same as above 

 

Name:_______________________  ____________________________  ___________________ sex:____ 
  Last    First    Middle   
 

Address:_________________________________  _________________  __________  _______________ 
   Street    City               Ga         Zip Code 
 

Birthdate:_______________ E-mail:_____________________ Relationship to Patient:_______________ 
 
Home #:__________________ __Cell #:______________________ __ Work #:_______________x._____ 
 
Employer:____________________ Occupation:____________________ No. Years Employed:_________ 
 
 
 
 



 
 
 

Insurance Information 
Add all Policy Holder’s Information 

 
Policy Holder’s Name:____________________ Birthdate:_______________ S.S#:___________________ 
 
Insurance Company:________________________ Insurance Company Phone:_____________________ 
Insurance Company Address:_____________________________ Policy Holder’s Employer:___________ 
 
Do you have Dual Coverage?  No Yes If Yes, 
 
Policy Holder’s Name:____________________ Birthdate:_______________ S.S#:___________________ 
 
Insurance Company:________________________ Insurance Company Phone:_____________________ 
 
Insurance Company Address:_____________________________ Policy Holder’s Employer:___________ 
 
 
 

Signature 
I understand that the information that I have provided is correct to the best of my knowledge, that it will 
be held in the strictest of confidence and it is my responsibility to inform this office of any changes in my 
child’s medical status. 
I hereby authorize the release of any information related to information claims. I consent to the 
examination by I understand that where appropriate that where appropriate, credit bureau reports may 
be obtained.  
 
Name: ____________________________________  Date:______________________________________ 
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