
Patient Information for Patients Under 18 Years of Age
Date______________

Patient’s 
Name_______________________________________________________________________________

Last First Middle

Residence_______________________________________________________________________________
_____

      Street City  State                     Zip

Birthdate__________________ Social Security #________________________

Parent or Guardian 
name_______________________________________________________________________

Whom may we thank for referring you to our office?_______________________________________________

Responsible Party Information
Name___________________________________________________________________________________
______
                Last First Middle

Residence_______________________________________________________________________________
______

        Street City State  Zip

Cell Phone ____________________ Birthdate ________________ Social Security # 
______________________

Email Address ____________________________________ Relationship to 
Patient_________________________

Employer _______________________________________Occupation 
___________________________________

Spouse’s Name _____________________________Relationship to 
Patient_____________________________

Cell Phone _____________________ Birthdate _________________ Social Security # 
____________________

Employer _______________________________________Occupation 
___________________________________

Dental Insurance Information 
Policy Holders Name _______________________________Insured’s Name 
____________________________

Insurance Company _______________________ Group No ________________ Member ID 
______________

Insurance Co. Address ______________________________ Phone Number 
___________________________

Do you have dual coverage? Yes _____ No _____ If yes:

Policy Holders Name ______________________________Insured’s Name 
____________________________



Insurance Company _______________________Group No ________________ Member ID ______________

Insurance Co. Address ______________________________ Phone Number __________________________

I Certify the Above Is True and Correct To the best of my knowledge 

Signature ________________________________________ Date _________________


