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Welcome! Who may we thank for referring you to our office?

Mr./Mrs./Ms. Name (Preferred) Married? Yes No
Address Home Phone Number
City State Zip Work Phone Number

E-mail address

Social Security Number Birthdate Cell Phone Number
Emergency Contact Name Phone Number
Name of Patient's Employer Occupation

Address of Employer

Person Responsible For Payment Relationship to PatientPhone Number

Social Security of Responsible Party Birthdate of Responsible Party

Billing Address, if Different
Any previous periodontal freatment? YES NO

If YES, When/Where/Name of Dentist:

Is there anything you would like to change about the appearance of your teeth or smile?

What are your objectives regarding the health of your teeth?

Name of Primary Care Physician/Phone Number

Address



