[image: ]

Welcome to 
Dentistry By the Bay!

Please complete the following pages so that we can
get to know you better.

Patient Information:

First Name: ______________________MI: _____Last Name: ___________________________

Address: ___________________________ City: ____________________State/Zip: _________

Home Phone: _______________ Work Phone: _______________ Cell: ___________________

Birth Date: __________________ Social Security Number: _____________________________

Marital Status: _______________ Sex: __________E-mail address: _____________________

Previous Dentist: _________________

Emergency Contact: ______________________________Relationship: __________________

Phone Number: _____________________

How did you hear about our office? _____________________________________________

Dental Insurance:

Subscriber name (first & last): ___________________________Relationship: ______________

Phone Number: ________________ Birthdate: ______________Employer: ________________

Insurance Company: _______________________Group Number: _______________________

Subscriber ID: ___________________________Subscriber’s SS#: _____________________

Responsible Party (if someone other than patient):

First Name: ______________________MI: _____Last Name: ___________________________

Address: ___________________________ City: ____________________State/Zip: _________

Home Phone: _______________ Work Phone: _______________ Cell: ___________________

Birth Date: __________________ Social Security Number: _____________________________
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