PRIES DENTAL CARE

general, family & cosmetic dentistry

Chart #:

FOR OFFICE USE ONLY

Patient Information

Patient Name: Date:
Last First MI
O Male O Female O Married O Single O Child O Other

Social Security #: Birthdate:

Phone (Home): (Mobile): Email

Address:
Street Apartment #
City State Zip Code

How did you hear about our office?

Spouse or Responsible Party Information
The following is for: O the patient's spouse O the person responsible for payment

Name:

OMale OFemale OMarried OSingle OChild O Other
Social Security #: Birth Date:
Phone (Home): (Cell): Best time to call:
Address:

Street Apartment #

City State Zip Code

Employment Information

The following is for: O the patient O the person responsible for payment
Employer Name: Phone:
Address:

Street City State Zip Code

Insurance Information
Primary
Name of Insured: Is insured a patient? O Yes 0O No
Last First MI
Insured's Birth Date: ID #: Group #:
Insured's Address:
Street City State Zip Code
Insured's Employer Name:
Address:
Street City State Zip Code
Patient's relationship to insured: O Self O Spouse 0O Child O Other
Insurance Plan Name and Address:
Secondary
Name of Insured: Is insured a patient? O Yes O No
Last First MI

Insured's Birth Date: ID #: Group #:

Insured's Address:

, Street City State Zip Code
Insured's Employer Name:

Address:
Street City State Zip Code
Patient's relationship to insured: O Self O Spouse O Child O Other

Insurance Plan Name and Address:
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