Welcome

Tell us About Yourself

Today’s Date __________

Your Name: ____________________________ D.O.B.: ________

Preferred Name(if applicable) _______________ Age:___________

Social Sec.: _________________ Female ___ Male ___

Address: ________________________________________________                   

               Street                                                 City              State     Zip

Home Phone #: __________ Work #: _________ Cell #: _________

Occupation: __________________ Employer:________________

Would you like for us to email your appointment? Yes____ No____

Email Address: _____________________________

How did you hear about are our office? _______________________

Rate Your Smile  1  2  3  4  5  6  7  8  9  10;_______________________
Rate Your Teeth  1  2  3  4  5  6  7  8  9  10;_______________________

The Color of Your Teeth  1  2  3  4  5  6  7  8  9  10;_________________

The Alignment of your Teeth 1  2  3  4  5  6  7  8  9  10;_____________ 

Insurance Information

Primary Carrier
Insurance Company Name: ________________________

Name of Policy Holder: __________________ SSN/ID #:___________

Employer:  ___________________ Group #: _________________

Insurance Phone #: ____________________

Claim Address: _____________________________________

*As a courtesy to you we will accept and file your primary dental insurance on your behalf. Secondary Insurance or disputes with the primary is solely your responsibility*

Emergency Contact

Name: ____________________ Phone: __________________
Address:____________________________________________
