
Welcome 
Patterson Family Dentistry, P.C. 

(Please Print) 

 

PATIENT INFORMATION 

 

Name________________________________________________________Nickname_____________________________ 

                               (Last)                        (First)                           (M.I.) 

Address___________________________________________City______________________State_____Zip___________ 

Home Phone (      )_________________Work Phone (      )____________________Cell Phone (      )_________________ 

SS#________________________Employer_____________________________Occupation________________________ 

Full Time Student Y N  School_________________________________City/State____________________________ 

Birthdate_______________                     Sex M F                        Married Divorced Widowed Single Minor 

Spouse’s Name_______________________________________Birthdate___________________SS#_________________ 

Mother’s Name (if minor)_______________________________Birthdate___________________SS#________________ 

Father’s Name (if minor)_______________________________Birthdate___________________SS#_________________ 

Whom may we thank for referring you?__________________________________________________________________ 

Person to contact in case of an emergency______________________________________Phone (      )________________ 

 

RESPONSIBLE PARTY (IF NOT PATIENT) 

 
Name__________________________________________________________Birthdate_________________Sex M F 

Address____________________________________________City______________________State_____Zip__________ 

Home Phone (      )_________________Work Phone (      )___________________Cell Phone (      )__________________ 

SS#_______________________Employer_____________________________Occupation_________________________ 

 

DENTAL INSURANCE 

Primary Dental Insurance Coverage (Please present all dental insurance I.D. cards) 

Subscriber’s Name___________________________________________________Relationship to Patient_____________ 

Address_____________________________________________City______________________State_____Zip_________ 

SS#_________________________Birthdate__________________________Home Phone (      )_____________________ 

 

Insurance Company Name/Address_____________________________________________________________________ 

__________________________________________________________________________________________________ 

Group#__________________________Insured I.D.______________________Work Phone (      )___________________ 

Employer_________________________________________________________Occupation________________________ 

 

Secondary Dental Insurance Coverage (Please present all dental insurance I.D. cards) 

Subscriber’s Name__________________________________________________Relationship to Patient______________ 

Address____________________________________________City______________________State_____Zip__________ 

SS#___________________________Birthdate__________________________Home Phone (      )___________________ 

 

Insurance Company Name/Address_____________________________________________________________________ 

__________________________________________________________________________________________________ 

Group#__________________________Insured I.D.______________________Work Phone (      )___________________ 

Employer_________________________________________________________Occupation________________________ 

 


