
Thank you for selecting our dental healthcare team! 
We will str ive to provide you w ith the best possible dental care. 

To help us meet all your dental healthcare needs, please fill out this form 
completely in ink. If you have any questions or need assistance, please as� us -

we will be happy to help. 

Patient # ______ _

SS#/SlN _____ _

Patient Information (CONFIDENTIAL) Date ____ _ 

Address City iWJv.
Name ____________________ Birthdate ______ Home 

e! 
Phone _____ _

___ �pt_ __ _

Email Cell Phone ______ _ 
Check Appropriate Box: □ Minor □ Single □ Manied □ Divorced □ Widowed □ SqJarated 

State/ Full Part if Student, Name of School/College City ________ Prov. ___ □ Time □ Time 
Patient or Parent/Guardian's Employer Work Phone _____ _

State/ Zip/ 
Address ___________________ City ________ Prov. ___ P. C. __ _

Spouse or Parent/Guardian's Name __________ Employer ________ Work Phone 
Whom may we thanhfor rejerringyou? _____________________________ _

Person to contact in case of emergency ____________________ Phone _______ _ 

Responsible Party 
Relationship 

Name of Person Responsible for this Account __________________ to Patient ______ _

Address Home Phone _____ _ 
Email ______________________________ Cell Phone ______ _ 
Driver's License # _________ Birthdate ______ Financial Institution __________ _

Employer Work Phone ______ SS#/SIN ______ _

ls this person current!Y a patient in our office? □ Yes □ No 
For your convenience, we offer the following methods of payment. Please check the option you prefer. Payment in full at each appointment. 
□ Cash □ Personal Check Credit Card □ VISA □ MasterCard □ I wish to discuss the office's payment policy.

Insurance Information 
Relationship 

Name of Insured ___________________________ to Patient ______ _

Birthdate __________ SS#/SIN ________________ Date Employed _____ _ 
Name of Employer Union or Local # _____ Work Phone _____ _

State/ Zip/ 
Address of Employer City Prov. ___ P. C. ___ _

Insurance Company _______________ Group # ________ Policy/ID#--,=-----
State/ Zip/ 

lns. Co. Address City Prov. ___ P. C. ___ _

How much is your deductible? How much have you used? Max. annual bentjit _____ _ 

DO YOU HAVE ANY ADDITIONAL INSURANCE? □ Yes □ No IF YES, COMPIEfE THE FOLLOWING: 

Relationship 
Name of Insured ___________________________ to Patient ______ _

Birthdate __________ SS#/SIN ________________ Date Employed _____ _ 
Name of Employer _______________ Umon or Local # _____ Work Phone ______ 

State/ Zjp/ 
Address of Employer City _________ Prov. ___ P.C. ___ _

Insurance Company Group # Policy/ID # -�----
State/ Z_ip/ 

Ins. Co. Address City _________ Prov. ___ P.C. ___ _

How much is your deductible? _______ How much have you used? ______ Max. annual bentjit _____ _ 
Over Please 

First: Last:




	bpforms_first_name: 
	bpforms_last_name: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text13: 
	Text20: 
	Text21: 
	Text22: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Text41: 
	Text42: 
	Text43: 
	Text44: 
	Text45: 
	Text46: 
	Text47: 
	Text48: 
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Text56: 
	Text57: 
	Text58: 
	Text59: 
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	Text66: 
	Text67: 
	Text68: 
	Text69: 
	Text70: 
	Text71: 
	Text72: 
	Text73: 
	Text74: 
	Text75: 
	Text76: 
	Text77: 
	Check Box78: Off
	Check Box79: Off
	Text80: 
	Text81: 
	Text82: 
	Text83: 
	Text84: 
	Text85: 
	Text86: 
	Text87: 
	Text88: 
	Text89: 
	Text90: 
	Text91: 
	Text92: 
	Text93: 
	Text94: 
	Text95: 
	Text96: 
	Text97: 
	Text98: 
	Text99: 
	Text100: 
	Text101: 
	Physician: 
	Office Phone: 
	Date of Last Exam: 
	Check Box15: Off
	Check Box16: Off
	Check Box1: Off
	Check Box2: Off
	If yes please explain 1: 
	If yes please explain 2: 
	Check Box3: Off
	Check Box5: Off
	If yes what medications are you taking 1: 
	If yes what medications are you taking 2: 
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Other please list: 
	Check Box40: Off
	Check Box41: Off
	Check Box28: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	box48: Off
	box49: Off
	box54: Off
	box55: Off
	60: Off
	61: Off
	66: Off
	67: Off
	72: Off
	73: Off
	78: Off
	79: Off
	84: Off
	85: Off
	90: Off
	91: Off
	96: Off
	97: Off
	03: Off
	04: Off
	09: Off
	010: Off
	015: Off
	016: Off
	021: Off
	023: Off
	box50: Off
	box51: Off
	56: Off
	57: Off
	62: Off
	63: Off
	68: Off
	69: Off
	74: Off
	75: Off
	80: Off
	81: Off
	86: Off
	87: Off
	92: Off
	93: Off
	98: Off
	99: Off
	05: Off
	06: Off
	011: Off
	012: Off
	017: Off
	018: Off
	024: Off
	025: Off
	box52: Off
	box53: Off
	58: Off
	59: Off
	64: Off
	65: Off
	70: Off
	71: Off
	76: Off
	77: Off
	82: Off
	83: Off
	88: Off
	89: Off
	94: Off
	95: Off
	01: Off
	02: Off
	07: Off
	08: Off
	013: Off
	014: Off
	019: Off
	020: Off
	026: Off
	027: Off
	Other: 
	Name of Previous Dentist and Location: 
	Date of Last Exam_2: 
	028: Off
	029: Off
	032: Off
	033: Off
	036: Off
	037: Off
	040: Off
	041: Off
	042: Off
	043: Off
	046: Off
	047: Off
	052: Off
	053: Off
	056: Off
	057: Off
	058: Off
	059: Off
	060: Off
	061: Off
	030: Off
	031: Off
	034: Off
	035: Off
	038: Off
	039: Off
	044: Off
	045: Off
	048: Off
	049: Off
	050: Off
	051: Off
	054: Off
	055: Off
	062: Off
	063: Off
	064: Off
	065: Off
	Text1: 
	Text12: 
	Text103: 


