New Patient Insurance Form

Patient Name: ______________________________ Preferred Name: _____________________________
Sex:   Male         Female      		 	 Single	      Married	Child
Date of Birth: _____________	  Age: _______
Employer: _______________________________ Cell #: _______________ Okay to receive texts:  Y    N
Work #: ________________ Email Address: _________________________________________________
How did you hear about us? _____________________________________________________________
Home Phone #: ________________  Home Address: __________________________________________
Social Security #: __________________
Emergency Contact: _______________________  Phone #: _______________ Relation: _____________


Responsible Party Name: ________________________________________ Relation: ________________
Phone #: ________________

Primary Dental Insurance: _________________________________  Is subscriber same as patient:  Y    N
Subscriber Name: ________________________  Subscriber ID/Policy Number: _____________________
Group/Contract #: ________________________  Insurance Phone #: _____________ DOB:___________
Subscriber Social Security #: ________________  Employer Name: _______________________________

Secondary Dental Insurance: _______________________________  Is subscriber same as patient:  Y    N
Subscriber Name: ________________________  Subscriber ID/Policy Number: _____________________
Group/Contract #: ________________________ Insurance Phone #: ______________ DOB: __________
Subscriber Social Security #: ________________ Employer Name: ________________________________
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