
East Ridge Family Dentistry
Patient Information

PATIENT

NAME __________________________________________________________ DATE________________

LAST FIRST MI (PREFFERED NAME)

ADDRESS ________________________________________________________________

MARITAL STATUS ______________________

DATE OF BIRTH ____________________ SOCIAL SECURITY # _______________________

PHONE (HOME) ________________________ WORK _________________________________

E­MAIL ADDRESS _______________________________________________________________

RESPONSIBLE PARTY (IF OTHER THAN THE PATIENT)

NAME ___________________________________________________________ DATE________________

LAST FIRST MI (PREFFERED NAME)

ADDRESS _______________________________________________________________

MARITAL STATUS ______________________

DATE OF BIRTH ____________________ SOCIAL SECURITY # _______________________

PHONE (HOME) ________________________ WORK ______________________________

E­MAIL ADDRESS _______________________________________________________________

EMPLOYMENT INFORMATION

PATIENT RESPONSIBLE PARTY

EMPLOYER ______________________________ OCCUPATION _______________________

EMPLOYER'S ADDRESS _______________________________________________________

PRIMARY INSURANCE

INSURANCE PLAN NAME _______________________________________________ID #______________________

GROUP #______________________________

INSURED NAME (IF OTHER THAN PATIENT) ________________________________

IS THE INSURED A PATIENT? YES NO

INSURED'S DATE OF BIRTH _____________________________

INSURED'S SOCIAL SECURITY # ________________________

INSURED'S ADDRESS ___________________________________

INSURED'S EMPLOYER NAME? __________________________

RELATIONSHIP TO PATIENT______________________________

SECONDARY INSURANCE (IF APPLICABLE)

INSURANCE PLAN NAME _______________________________________________ID #______________________

GROUP #______________________________

INSURED NAME (IF OTHER THAN PATIENT) ________________________________

IS THE INSURED A PATIENT? YES NO

INSURED'S DATE OF BIRTH _____________________________

INSURED'S SOCIAL SECURITY # ________________________

INSURED'S ADDRESS ___________________________________

INSURED'S EMPLOYER NAME? __________________________

RELATIONSHIP TO PATIENT______________________________




