Patient Information Sheet

- Smile Dental 9:’01«1}9

Office:

Patient Information
Language: OEnglish OSpanish Gender: OFemale OMale

Marital Status: OSingle OMarried ODivorce OWidowed OOther

Patient Name:
Chart # Date:

Mame:

Address:

City: - State: Zip:

SSN# Date of Birth: .
Home #: Work #

Cell #: Texting OK? O¥es ONo
E-Mail Address:

Preferred method of communication
O Hoeme Phone O Work Phone [0 Mahile Phane [ Email

Responsible Party

Relationship to patient: OSelf OGuardian/Parent DOSpouse DOOther

Primary Insurance Information
Insurance Type: ONo Insurance OHMO OPFO/Indemnity ODenti-Cal

Plan Mame:

Address:

City: State: Zip:
Phone #:

Ingurance D # Policy # (Group #
Subscriber's Information (Primary Member)

Relatlopship to patient: OSelf DResponsible Party OSpouse OOther
Gender: OFemale OMale

Mame:
Address:
City: State: Zip:
SSN & Date of Birth:

Emplayer:

Gender: OFemale OMale

Mame:

Address:

City: State: Zip: _
S5N & Date of Birth:

Home #: Work #:

Cell #: Texting OK? DOYes DiNo
E-Mail Address:

Employer Information
Employment Status:DOEmployed OStudent ORetired DOUnemployed

Emplayer/School Name:

Occupation:

Address:

City: Stata: Zip:

Phone: How long? __ Year(s) __ Month(s}

Secondary Insurance Information
Insurance Type: OMNo Insurance OHMO OPPO/Indemnity CiDenti-Cal
Plan Mame:

Address:

City: - Stata: Zip:
Phone: #:

Insurance |D & Policy # /Group #

Subscriber's Information (Primary Member)
Relationship to patient: OSelff OResponsible Party OSpouse OOther
Gender: OFemale DOMale

Name:

Emergency Contact Address:
Relationship 1o patient: OResponsible Party OOther City: Stata: Zip:
Gender: OFemale OMale SSN# Date of Birth:
Mame: Eml

m r:
Address: ins
City: State: Zip: How did you hear about us ?
Home #: Work #: [walk-In [ Billboard Others
: OTv [ Family/Friend

Cell #: [Radio [ website
Physician Name Phone #: [Yellow Pages [ Insurance

I herehy certify that the above information is accurate and may be relied upon for

Eranting credit and providing dental services, |understand that | am financially responsigle tar

the charges not covered by or paid for by my insurance company. | hereby authorize payment directly to this professional dental corparation any insurance benefits otherwise
payable to me. | understand that | am financially responsible for any charges not covered by this authorization. | authorize release of any information relating to any dental

claim or claims.

Signature of Responsible Party Date
{Parent ar Legal Guardian if patient is a minor}

Patient Information Update *Update is nofing no major change in Patient Information

Date Signature

Comments




