
 

 Welcome!      
 

 

 

Patient Information 
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

 

Name:________________________________    DOB: (DD/MM/YY)____________________ 

Address:____________________________ City:__________________ Postal Code_________ 

*Home Phone: ______________________           *Cell Phone:___________________________ 

*Email Address:________________________________________________________________ 

Referred by: ___Friend ___Post Card  ___Drive-by/signage ___Internet  ___Other____________ 

Family Doctor Name:________________________ Telephone Number:____________________ 

General Dentist Name: ______________________  Telephone Number: ____________________ 

 

 

Insurance Information 
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

 

Insurance Company:____________________     Insurance Company: ______________________ 

ID Number: __________________________      ID Number:_____________________________ 

Group Number: _______________________      Group Number: __________________________  

Policy Holder: ________________________      Policy Holder:___________________________ 

DOB of Policy Holder:_____/_____/______       DOB of Policy Holder: ______/______/_______ 

Employer:____________________________      Employer: ______________________________ 

 

 

Parent/Guardian Information 
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

 

Mother / Guardian     Father / Guardian  

Name:________________________   Name:____________________________ 

DOB (DD/MM/YY)_____________   DOB (DD/MM/YY)_________________ 

Occupation: ___________________   Occupation: _______________________ 

Marital Status: ___Single  ___Married    Marital Status: ___Single  ___Married   

Address: ___ Same as patient    Address: ___ Same as patient  

_____________________________   _________________________________ 

City: ________ Postal Code_______   City: ________ Postal Code__________ 

Tel (H)________________________   Tel (H)___________________________ 

      (C) _______________________          (C) __________________________ 

 

 

 

Thank you for trusting us with your dental 

care. At our practice, we work hard to treat 

our patients the same way we would like to 

be treated with respect, professionalism, 

and sensitivity toward our needs. 




