
Patient Information (Confidential): Today’s Date: ______________

Patient’s Full Name (Last, First, Middle): ___________________________________________________________________ Birth Date: ______________

Gender:    Male l     Female l Status:    Married l    Single l    Other l Email Address: ______________________________________

Social Security #: ___________________________________    Driver’s License #: ______________________________________   State: ___________  

Address: __________________________________________________________________________________________   Zip Code: _______________

Home Phone: __________________________________   Work: __________________________________   Cell: _______________________________

Name of Employer: _____________________________________________    If Student:    Full Time l    Part Time l 

Name of School: _______________________________________________    City in Which School is Located: _________________________________

Responsible Party Information:

Self: l    If Other, Full Name (Last, First, Middle): ______________________________________________   Relationship to Patient: ________________

If “Other” please complete:     Birth Date: ___________________________    Social Security #: _____________________________________________

Driver’s License #: ______________________________________________________________________   State: _____________________ (need copy)

Address: __________________________________________________________________________________________   Zip Code: _______________

Home Phone: __________________________________   Work: __________________________________   Cell: _______________________________

Employer: _____________________________________________________________________________   Phone: _____________________________

Address: __________________________________________________________________________________________   Zip Code: _______________

Emergency Contact:

Name: ____________________________________________  Phone: _____________________________  Relationship: _________________________

Address: __________________________________________________________________________________________   Zip Code: _______________

Insurance Information:

Primary Insurance Company: ________________________________________  Insurance Address: __________________________________________

Group #: ______________________________________________   Subscriber ID (if available):______________________________________________

Name of Insured: ________________________________________   Address: ____________________________________________________________

Insured’s Birth Date: _______________  Social Security #: ______________________________________   Phone number: _______________________

Name of Employer:  __________________________________________________________________________________________________________

Do you have any additional insurance?     No l    Yes l      If yes, please complete the following:

Secondary Insurance Company: ______________________________________  Insurance Address: __________________________________________

Group #: ______________________________________________   Subscriber ID (if available):______________________________________________

Name of Insured: ________________________________________   Address: ____________________________________________________________

Insured’s Birth Date: _______________  Social Security #: ______________________________________   Phone number: _______________________

Name of Employer:  __________________________________________  Signature: ___________________________________________________

Dennis Webb D.D.S.     Sarah De Zwaan D.D.S.     Alexander Krupiak D.D.S. 

Travis Kragt D.D.S.      Drew De Zwaan D.D.S.     Brenden Carey D.D.S.

Jordan Spavor D.D.S.


