Patient Information Sheet

. Chart # Office Location . Date

“Patient Information
First Name; . Int. l.ast Name: ; DateofBirth: ____/____/
Home Address: _ , Apt# ____ Clty: State: . Zip:
Work Phone Number; ( ) , Home Phone Number: ( ) A
DL # ' Social Seourity #: . . ' Sex: (M) (F)
Employer: Position:
Employer Address: \  Employer Phone #: ()
In Case of Emergency, contact: (name) ' " Phone Number: ( )
How do you intend 1o pay? [ Cash ([ Credit Olinsurance (I Medi-Cal O Other i __

Re,sgonsilf)le Party =
(Disr gard If same as above)
First Name: Int, . Last Name: DateofBinth: _._/ /[ ___
Home Address: _ Apt # City: State; Zip:
Home Phone Number: ( ) '
DL # Social Security #: ; : Sex: (M) (F) _
Employer: d Posltion; How Long:
Work Address: __ ' ‘
City: o el . S ,- ‘ f State: . C 2p
Work Phone Number: ( s Ext, | Department;
Primary Insurance Information |

Insured First Name: : Last Name: . Date of Birth: / /

Insured Address: ‘
Patient's ralallong:hlp to Insured (Circle): Self Spouse Child Parent  Sex: (M) (F) Insured's Social Security Number:

Employer Name & Phone Number ! Insurance Company:

insurance Co. Address: . Effective Date ___

Group # : Pollgy #: Phone Number of Insurance Co.; ( ‘ ) 7 :

Is policy connected with your Union?  J Yes . (O No Name of Union 3 ' Local Union #
ok | Secondary Insurance Information ,

Insured First Name: : Last Name: ‘ Date of Birth: / /

Insured Address: ‘ , :

Patient's relationship to Insured (Circle). Self Spouse Child Parent  Sex: (M) (F) Insured's Social Security Number: )

Employer Name & Phone Number____ Insurance Company: o -

Insurance Co. Address; Effective Date

Group #: Policy #: Phone Number of Insurance Co.: ( )

s polioy connested with your Unlon? D VYes [ No Narhe of Union ! : Local Union #

Personal Referencds

First Name: . Last Name: ‘ ety il
Home Phone Number: ( ) Home Address: il _ Apt #
City: State: Zip:

First Name: Last Name: ' Int,
Home Phone Number: ( ) ’ o Home Address: Apt #
City: ' ._,‘ . L State: : Zip: 5

| request that all dental benelits, If any, otherwise payable to me for services rendered to be paid to the provider of service, | understand that | am financlally responsidle for all
chargas If insurance ?roewia are insufficient to cover my obligations and/or & procedure, | am liable for the shortfall, | authorize the provider of service to release all information
necessary 10:secure the payment of benefits. | also consent to the examination and/or treatment of myself and all minor chiidren listed by doctors, doctors' assistants and other
maedical personnal, Failure to provide complete information ma‘/ result In my receiving a bill for services, i

| am aware that by siqnln below | cerlify that all information Is complete and correct, This dental office, may verify this information from whichever sources it deems necessary
(including, but not limited 1o, credit reports) and may- provide others with information regarding my credit history (or the ¢redit report) to the extent permitted by law. This is my
autherization lor this dental office, to verity credit history, ;

: © - Slignature of Patient ‘ Signature of Responsible Party

VRU Code: Date: Signature 6! Employse:
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