WELCOME TO OUR OFFICE

THE FOLLOWING INFORMATION WILL HELP US PROVIDE YOU THE BEST POSSIBLE CARE

NAME: Last_______________________ First_____________________ MI________

Preferred Name / Nickname:__________________________ SEX (F / M):________

BIRTHDATE:____/____/____   SOC.SEC#:_________________________________

ADDRESS:___________________________________________________________

                                    (physical address only – NO P.O. Box)

CITY:________________________ STATE:__________  ZIP:___________________
HOME PHONE:______________________ WORK PHONE:_____________________

CELL PHONE:_______________________ OTHER #:_________________________

EMERGENCY CONTACT:_________________________ PHONE #:______________

· IF MINOR – PARENT OR GUARDIAN:__________________________________________

REFERRED BY:___________________________ DENTIST:___________________________

TODAY’S DATE:___________________________

DENTAL INSURANCE INFORMATION

Complete this section if you have dental insurance and would like us to

determine your estimated benefits or assist in filing your claim(s).

PRIMARY DENTAL COVERAGE:

SECONDARY DENTAL COVERAGE:

Employee Name:______________________
Employee Name:______________________

Employee SS#:________________________
Employee SS#:________________________

Employee Birthdate:___________________
Employee Birthdate:___________________

Insurance Company:___________________
Insurance Company:___________________

Insurance Co. Phone #:_________________
Insurance Co. Phone #:_________________

Group Number:________________________
Group Number:________________________

Employer:____________________________
Employer:_____________________________

Mark A. Freeman, D.D.S., M.S.D                         Jeffrey A. Short, D.D.S.                              Lynnetta J. Odell, D.M.D
