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Thank you for choosing our practice for your oral surgery needs.  If you have questions or concerns about content or any other information in 
this form, do not hesitate to ask for assistance.  We will be happy to help.  Thanks for your cooperation. 

PATIENT INFORMATION
Patient’s Name:


Birth Date: 

           /                  /

Age: Sex:  

 ⃝ M    ⃝ F  

Marital Status: 

 ⃝ Single     ⃝ Married    ⃝ Widowed 

Street Address:


 City:
 State: Zip Code:

Cell Phone:  
 Home Phone:  Email:


What’s the reason for your visit today?


General Dentist Name: Orthodontists Name:

 

Preferred Pharmacy (Name, Address & Phone)


Have any of your family members been patients at this office?   ⃝ Yes   ⃝ No

Names:


RESPONSIBLE PARTY
Name of person responsible for Account:


Relationship to Patient:  

 ⃝ Self    ⃝ Parent   ⃝ Spouse   ⃝ Other

Social Security No.


Street Address:  ⃝ Same as Above
 City:

State:
 Zip Code: Phone:

Employer: Work Phone:


IN CASE OF EMERGENCY
Emergency Contact Name:


Relationship to Patient:  

 ⃝ Self    ⃝ Parent   ⃝ Spouse   ⃝ Other

Phone No:


HOW DID YOU HEAR ABOUT US?
⃝ Referred by my doctor:

             ⃝ Dentist   ⃝ Orthodontist   ⃝ Endodontist   ⃝ Pediatric Dentist   ⃝ Other: ________________________

Name:  


⃝ Referred by Family Member /Friend /Patient      ⃝ Search Engine / Website     ⃝ Insurance Network      ⃝ Other Source

Name:



