So that we may better serve your health care needs, please take a moment to answer the following questions.

Narme: Ni cknane:
first m ddl e/ nai den | ast
Addr ess: Date of birth:
Cty: State Zi p: Age:
Hone phone: Cel | phone: [ Fvale [ J-Fenale
Enpl oyer/ school : Wor k phone:

[ FMnor child [ ]Adult [ Married Spouse’s nane:
[ FWdowed [ }Separated [ Divorced Spouse’ s enpl oyer:

Person responsi bl e for your dental account:
Rel ationship to patient: [ ]-Self [ |-Spouse [ }Parent [ -Child [ - her

Responsi bl e party’s date of birth Soci al Security #
Dent al pl an: Phone:
G oup nane: G oup nunber: Effective date:

Dental plan address:
VWhom may we thank for referring you to Dr. House?
Thank you for trusting us to provide for your dental needs. It is our pleasure to serve
you, your famly, and friends.

Dat e Si gnature

Ofice staff to conplete this section
Pati ent deductible: Account deductible: Pati ent maxi mum per

Wai ting period: for
Coverage for dependents:

Cover age: C eani ngs per f mx per bw per
Seal ant s: per until age
Fl ouri de: per until age Othodontics @~

Basic @ Maj or @ Prosthetics @



