PATIENT

INFORMATION
PATIENT
NAME: TODAY’S DATE: / /
ADDRESS:
SOCIAL SECURITY #: - - DATE OF BIRTH: / /
HOME PHONE: E-MAIL:
WORK PHONE: EMPLOYER:
CELL PHONE: POSITION:

[ ] SINGLE ] MARRIED

[ ] DIVORCED

[ ] SEPARATED (] WIDOWED

NAME OF SPOUSE:

NAME OF PARENT OR
GUARDIAN (If applicable):

HOW DID YOU HEAR ABOUT
BEITING FAMILY DENTISTRY?

NAME OF DENTAL
INSURANCE CO.:

FULL NAME OF

BIRTHDATE OF

POLICYHOLDER: POLICYHOLDER: /
POLICYHOLDER'S POLICYHOLDER'S
EMPLOYER: PHONE NUMBER:

GROUP NUMBER:

POLICY NUMBER:

PATIENT’'S RELATIONSHIP
TO POLICYHOLDER:

SIGNATURE:

DATE:

The information on this document is Protected Health Information and is subject to HIPAA laws and regulations. This document is confidential.

BEITING FAMILY DENTISTRY



