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NEW PATIENT INFORMATION 
PATIENT 
NAME LAST____________________________FIRST_________________________MI______________ 
SEX M F AGE________ BIRTHDATE________________ SOCIAL SECURITY #_______________________ 
ADDRESS____________________________________________________________________________  
CITY_______________________________________________ STATE__________ ZIP______________ 
EMAIL ______________________________________________________________________________ 
HOME PHONE___________________________ WORK PHONE _________________________________ 
CELL PHONE ____________________________EMPLOYER NAME ______________________________ 
PARENT/GUARDIAN NAME______________________________________________________________ 

 
RESPONSIBLE PARTY INFORMATION 
NAME LAST______________________FIRST____________________ MARITAL STATUS______________ 
ADDRESS________________________ CITY_______________ STATE_______ZIP___________________ 
MAILING ADDRESS (IF DIFFERENT) _________________________________________________________ 
HOME PHONE____________________WORK PHONE_____________________EMAIL_______________ 
SOCIAL SECURITY #_______________________ BIRTHDATE____________________________________ 
RELATION TO PATIENT___________________________ OCCUPATION____________________________ 
 

EMERGENCY INFORMATION 
NAME OF THE NEAREST REALTIVE NOT LIVING WITH YOU _____________________________________ 
COMPLETE ADDRESS____________________________________________________________________ 
PHONE_______________________________________________________________________________ 

 
DENTAL INSURANCE INFORMATION 
INSURED’S NAME_______________________ INSURED’S SOCIAL SECURITY # ______________________ 
INSURED’S BIRTHDATE_______________ INSURED’S EMPLOYER NAME___________________________ 
EMPLOYER ADDRESS____________________________________________________________________ 
INSURANCE CO. NAME________________________ GROUP #_______________ PLAN TYPE__________ 
INSURANCE CO. ADDRESS________________________________ INSURANCE PHONE #______________ 
 
NAME OF FAMILY DENTIST_______________________________________________________________ 
DENTAL ADDRESS______________________________________________________________________ 
PHONE_______________________________________________________________________________ 
 
WHO REFERRED YOU TO OUR OFFICE? _____________________________________________________ 
 

I CERTIFY THAT THE ABOVE INFORMATON IS ACCURATE, AND I AGREE TO INFORM THIS 
OFFICE OF ANY INFORMATION CHANGES. 
 
PATIENT/GUARDIAN SIGNATURE  
 

DATE  

http://www.westpacesferryortho.com/

