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www.PerioSpecialists.com
PATIENT INFORMATION FORM

First Name:___________________Mid. I:_______ Last:___________________Soc. Sec.:________________Birthdate ____________
Address________________________________________ City ______________________ ST _________ Zip ______________

Home Phone # ____________________________________ Business Phone # ________________________________________

Place of Employment_____________________________________________________ Occupation _______________________

Business Address __________________________________________________________________________________________

Name of Spouse or Nearest Relative ______________________________________ Phone ______________________________

(In case of Emergency)
Cell Phone: _______________________  Best  # to reach you in case of a cancellation:_________________________________

PRIMARY DENTAL INSURANCE

Ins. Company Name and Address ____________________________________________________________________________

Ins.Subscriber

Soc. Sec. # or I.D. # ________________________________ Group # ________________ Ins. Sub. Birthdate _______________

Ins. Subscriber’s Employment Name & Address

(If different from Patient) ___________________________________________________________________________________

SECONDARY DENTAL INSURANCE

Ins.Company Name and Address ____________________________________________________________________________

Ins. Subscriber Name __________________________________ Ins. Subscriber Employer _____________________________

Ins.Subscriber

Soc. Sec # or I.D. # _________________________________ Group # _______________ Ins.Sub. Birthdate ________________

MEDICAL INS. ___________________________________ Policy # _______________ Carrier’s Name __________________

Name of your General Dentist _______________________________________________________________________________

Name of Physician _____________________________________ Address ____________________________________________

Whom may we thank for referring you to the office _____________________________________________________________

Any additional information you feel we should know: ___________________________________________________________

What name would you prefer our staff to use when addressing you? _______________________________________________

_________________________________________________________________________________________________________
