
 
 
 

Today's Date:___________ 
 
Name   ________________________________ SS#_____________________ 
Address ________________________________ 
City  ____________________ State _______  Zip____________ 
Home Phone_______________Work Phone_____________  Cell_______________ 
Phone_____________Birthdate______________Age____________  Sex  □ F □ M   
 □  Married   □  Widowed   □  Divorced   □  Separated   □  Single  □   Partnered 
Employer/School_____________________________  Occupation_______________ 
Spouse's Name______________________________ SS#_______________________ 
Spouse's Birthdate_______________ 
Emergency Contact:__________________________ Phone#____________________ 
 
Whom May We Thank for Referring You?__________________________ 
 
 
Medical Insurance: (for TAP and TMJ appliances) 
Primary Insurance Company___________________Subscriber's Employer_______________ 
Subscriber's 
Name__________________________Birthdate____________Relation________ 
Insurance Address  __________________________________ Phone #______________ 
Patient Identification #_______________________________ Group# ______________ 
 
Secondary Insurance Company________________________________ 
Subscriber's Name__________________________Birthdate____________Relation____ 
Insurance Address  __________________________________ Phone #______________ 
Patient Identification #_______________________________ Group# _____________  
 
 
Dental Insurance: 
Primary Insurance Company__________________________________ 
Subscriber's Name__________________________Birthdate____________Relation____ 
Insurance Address  __________________________________ Phone #______________ 
Patient Identification #_______________________________ Group# ______________ 
 
Secondary Insurance Company________________________________ 
Subscriber's Name__________________________Birthdate____________Relation____ 
Insurance Address  __________________________________ Phone #______________ 
Patient Identification #_______________________________ Group# _____________  


