
 
 

 
 
 
Patient Name _______________________________ DOB _____________     M  or   F 
Patient SSN: ______________________ 
 
 

PERSON RESPONSIBLE FOR ACCOUNT 
 

NAME:__________________________________________________ 
 
ADDRESS: _______________________________________________ 
 
CITY, STATE, ZIP CODE: ____________________________________ 
 
PHONE NO. _____________ CELL OR OTHER NUMBER: ____________ 
 
DOB: ________________    L OR OTHER NUMBER  ________ 
 
SCHOOL:______________  EMAIL: __________ 
 
REFERRAL SOURCE: ______________ 
 
LAST CLEANING:______________ HEALTH CONCERNS:___________ 
 
 
 

EMPLOYER 
 
EMPLOYER: ______________________________________________ 
 
EMPLOYER: ADDRESS: ____________________________________ 
 
EMPLOYER PHONE #:   ____________________________________ 
 
CITY, STATE, ZIP CODE ___________________________________ 
 
BILLING POLICY NO / SUBSCRIBER ID __________________________ 
 
PATIENT POLICY NO/ PATIENT ID  __________________________ 
 
GROUP NUMBER ______________________________________ 



 
 
 


