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Thank	  you	  for	  selecting	  our	  dental	  healthcare	  team!	  
We	  will	  strive	  to	  provide	  you	  with	  the	  best	  possible	  dental	  
care.	  To	  help	  us	  meet	  all	  your	  dental	  healthcare	  needs,	  
please	  fill	  out	  this	  form	  completely.	  
If	  you	  have	  any	  questions	  or	  need	  assistance,	  please	  ask	  us	  –	  	  

we	  will	  be	  happy	  to	  help.	  
	  

Patient	  Information	   (CONFIDENTIAL)	  

Name	  _________________	  	  	  ____	  	  	  _________________________	  Preferred	  (nick)	  Name:	  _______________	  	  
	   	   (First)	   	  	  	  	  	  	  	  	  	  	  (MI)	  	   (Last)	  

Date	  of	  Birth:	  	  ______________	  	   	   Email	  address	  _________________________________________	  
Mailing	  Address	  ___________________________________	  City	  _________________State	  _____	  Zip	  ______	  
Home	  Phone	  _________________	  Work	  Phone	  ____________________	  Cell	  Phone	  ____________________	  

SSN/SIN	  _____________________________	   	   Oregon	  Drivers	  License	  #	  ____________________	  
Check	  appropriate	  Box:	   	  Minor	  	   	  Single	  	   	  Married	  	   	  Divorced	  	   	  Widowed	  	   	  	  Separated	  

Name	  and	  phone	  #	  of	  Nearest	  Relative	  not	  living	  with	  you	  _________________________________________	  
Whom	  may	  we	  thank	  for	  referring	  you?	  ________________________________________________________	  

Responsible	  Party	   	   	  
Check	  if	  same	  as	  above	   	   	   	   	   	   	   	  	  	  Relationship	  	  
Name	  of	  person	  responsible	  for	  this	  account	  ____________________________to	  patient	  ________________	  

Address	  __________________________________________________________________________________	  
Birthdate	  ______________	  ODL#	  ________________	  SSN/SIN	  ______________________________________	  
Home	  Phone	  _________________	  Work	  Phone	  ____________________	  Cell	  Phone	  ____________________	  

Is	  the	  Person	  Currently	  a	  Patient	  in	  our	  Office?	   	  Yes	  	   	  No	  

Insurance	  Information	   	   	   	   	   	  	  	  Relationship	  
Name	  of	  Insured	  __________________________________________________	  to	  patient	  ________________	  
Birthdate	  _________________________	  SSN/SIN	  _______________________	  Date	  Employed	  ____________	  
Name	  of	  Employer	  _________________________	  Union	  or	  Local	  #	  _____________	  Work	  Phone	  __________	  

Address	  of	  Employer	  ________________________________________________________________________	  
Insurance	  Company	  __________________________________	  Group	  #	  __________	  ID#	  _________________	  

Ins.	  Co.	  Address	  ____________________________________________________________________________	  
How	  much	  is	  your	  Deductable?	  _________How	  much	  have	  you	  used?	  _______	  Max.	  Annual	  Benefits	  _______	  

	  

DO	  YOU	  HAVE	  ANY	  ADDITIONAL	  INSURANCE?	   	  Yes	  	   	  No	   IF	  YES,	  COMPLETE	  THE	  FOLLOWING:	  

	   	   	   	   	  	  	  	   	   	   	   	   	  	  	  Relationship	  
Name	  of	  Insured	  __________________________________________________	  to	  patient	  ________________	  

Birthdate	  _________________________	  SSN/SIN	  _______________________	  Date	  Employed	  ____________	  
Name	  of	  Employer	  _________________________	  Union	  or	  Local	  #	  _____________	  Work	  Phone	  __________	  

Address	  of	  Employer	  ________________________________________________________________________	  
Insurance	  Company	  __________________________________	  Group	  #	  __________	  ID#	  _________________	  
Ins.	  Co.	  Address	  ____________________________________________________________________________	  

How	  much	  is	  your	  Deductable?	  _________How	  much	  have	  you	  used?	  _______	  Max.	  Annual	  Benefits	  ______	  


