
       Thank You for Selecting       Thank You for Selecting   
       The “All About Smiles” Dental Team       The “All About Smiles” Dental Team 

 
 

     Patient Information (     Patient Information ( Conf identia l )Conf identia l )   
 

     Name________________________________________________________________________________________________Date______________________________

     Soc. Sec. #  ________________________________________________________________Birthdate __________________ Home Phone_______________________

     Address_________________________________________________________________ City _________________________State___________Zip_______________   

     Email Address ____________________________________________________________ 

      Check Appropriate Box:        ££  Minor            ££  Single             ££  Married            ££  Separated            ££  Divorced            ££  Widowed 

      If  Student, Name of School / College ____________________________________  City ___________________________  State _____ ££Full Time   ££Part Time

      Patients or Parents Employer ___________________________________________________________________________ Work Phone_______________________

      Business Address _________________________________________________________City _________________________ State___________  Zip______________

      Spouse or Parents Name ___________________________________________ Employer ____________________________ Work Phone______________________

      Whom May We Thank for Referring You?___________________________________________________________________________________________________

      Person to Contact in Case of Emergency __________________________________________________________________   Phone____________________________
 
  

   Responsible Party   Responsible Party  
                                 

      Name of Person Responsible for  this Account_____________________________________________________Relationship To Patient_______________________

      Address ______________________________________________________________________________________________ Home Phone_______________________

      Birthdate ___________________________________              

      Employer________________________________________________________________ Work Phone __________________ SSN#____________________________

      Is this Person Currently a Patient in our Office?        ££    Yes        ££   No 

      For your convenience we offer the following  methods of payment.  Please check the option you prefer.   Payment in full at each appointment.

                 ££   Cash              ££   Personal Check               Credit Card    ££    VISA              ££   MasterCard               ££ I  wish to discuss the office’s payment policy.

 
          Insurance InformationInsurance Information   
             

           Name of Insured______________________________________________________________________________ RelationshipTo Patient_______________________

               Address_____________________________________________________________________________________________ Home Phone________________________

               Birthdate _______________________________ Social Security #______________________________________________ Date Employed_____________________

              Name of Employer_____________________________________________________________________________________ Work Phone_______________________

              Employer Address _______________________________________________City__________________________________ State_____________ Zip_____________

              Insurance Company  ______________________________________________ Group #_____________________________ Policy/ID#_________________________

              ________________________________________________________________________________________________________________________________________

                Do You Have Any Additional Insurance?        ££  Yes       ££   No            If Yes, Please Complete the Following: 

               Name of Insured_____________________________________________________________________________ Relationship To Patient_______________________

               Address_____________________________________________________________________________________________ Home Phone________________________

               Birthdate _______________________________ Social Security #______________________________________________ Date Employed_____________________

              Name of Employer_____________________________________________________________________________________ Work Phone_______________________

              Employer Address _______________________________________________City__________________________________ State_____________ Zip_____________

              Insurance Company  ______________________________________________ Group #_____________________________ Policy/ID#_________________________
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