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Patient Information 
Name___________________________________________________________ Date:_____________ 

Address ___________________________________City________________State___Zip__________ 

Email_______________________Cell Phone (989)_______________Home Phone (989)____________ 
SS#_______________________________ Birthdate___________________________ 

Martial Status: (circle one)  Single   Married   Divorce    Widowed    Seperated 

If College Student FT / PT Name of School_______________City_________________State__________ 

Patient Employer__________________________Work Phone (___)____________________________ 

Employer Address_________________________City_________________State_________Zip_______ 

Spouse or Parent Name_________________Employer______________Work Phone(___)___________ 

Whom may we thank for referring you?___________________Emergency Contact_______________ 

Emergency Information 

Name of nearest relative not living with you_____________________Relation___________________ 

Complete Address__________________________________________Phone #___________________ 

Responsible Party Information 

Name____________________________________________________Marital Status_______________ 

Residence Address____________________________________________________________________ 

How long at this address?__________Birthdate__/___/____SS#___________________ 

Drivers License______________________Relationship to Patient_____________________________ 

Home Phone (___)______________________Cell (___)_____________________________________ 

Employer Address_________________________Work Phone (___)___________________________ 

Responsible Party Spouse 

Name_________________________________________________SS#________________________ 

Cell Phone (___)_____________________Birthdate__/___/_____Employer____________________ 

Employer Address________________________# Years Employed______Employer Phone (___)______ 

Primary Dental Insurance 

Insured’s Name_______________________Insured’s SSN________________Birthdate__/___/_____ 

Ins Company__________________ ID#___________________Group#__________________________ 

Address to mail claim to:_______________________________________________________________ 

Secondary Dental Insurance 

Insurance Phone (___)___________Insured’s Employer____________________________________ 

Insured’s Name_______________________Insured’s SSN________________Birthdate__/___/_____ 

Ins Company__________________ ID#___________________Group#__________________________ 

Address to mail claim to:_______________________________________________________________ 

Insurance Phone (___)___________Insured’s Employer____________________________________ 

 



Are you under a physician’s care now?
Have you ever:  been hospitialized or had a major operation?
Had a serious head or neck injury?
Taking any medications, pill, or drugs?
Taking or ever taken Phen-Fen or Redux?
Have you ever taken Fosamax, Boniva, Actonel or other

medications containing bisphosphonates?
Are you on a special diet?
Do you use tobacco?
Do you use a controlled substance?
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