
Patient Information 

It is an important part of our dental practice’s philosophy to understand your needs values, and concerns. For this reason, 
we ask you to please share the following information about yourself.

Patient Name ________________________________________________________________________________Sex _______________

Birth Date ______________________  Single _____  Married _____  Widowed _____  Social Security # ______________________

Home Phone _________________________ Business Phone __________________________  Cell ___________________________

Home Address __________________________________________________________________________________________________

Business Address________________________________________________________________________________________________

Email __________________________________________  Employer______________________________________________________

Name of Spouse ________________________________ Names of Children______________________________________________

Spouse Employer ________________________Birth Date _______________________ Social Security # ______________________

College Attending (if student is on parent’s insurance) ______________________  City & State __________________________________

Name of Person to Notify in an Emergency (other than spouse) _________________________________________________________

Relationship ________________Phone________________________ Address______________________________________________

Person Responsible for my Account _______________________________________________________________________________

Name of Dental Insurance _________________________________Address _______________________________________________

Policyholder’s Name, Birthdate and SSN  _______________________________________________________

Policyholder’s Address  _______________________________________________________________________

Previous Dentist ______________________________________________________ Last Seen ________________________________

Address ________________________________________________________________________________________________________

Whom may we thank for this referral? _____________________________________________________________________________

Last MiddleFirst

ZipStreet City State

ZipStreet City State

ZipStreet City State

 758 1st St S Suite 101
 Waite Park, MN 56387

 320.253.1011


