
Patient Information
Name_______________________________________________  Home Phone__________________  Cell Phone_____________________
Address__________________________________________________City_______________________State_______Zip_______________
Social Security Number____________________________________ Marital Status__________ Birthdate___________________________
Email Address________________________________________________________________________________
Employer_________________________________________ Work Phone__________________  Occupation________________________
Spouse or Parent’s Name__________________________________ Employer_____________________  Work Phone_________________
If Student, School___________________________________________________________________
In Emergency, Contact________________________________  Home Phone___________________ Cell Phone_____________________
Who may we thank for referring you to our office?____________________________________________________________
How do you prefer to be contacted for Appointment Reminders- 
Cell phone______         Home phone______          Email______       Work phone______
                                                                                                                                                                                                         
Dental Insurance Information
Name of Insured_______________________________________________________ Relationship to patient________________________
Insured’s Social Security #________________________________ Insured’s Birthdate______________________________  
Insured’s ID#__________________________________________
Name of Employer_________________________________________________________Work Phone____________________________ 
Insurance Company_____________________________________________________________ Group #___________________________
[bookmark: _GoBack]Insurance Co. Address__________________________________ City__________________________State______Zip________________
Insurance Co. Phone ________________________________________


AUTHORIZATION TO RELEASE INFORMATION – I have reviewed and consented to the treatment plan.  I authorize release of any information relating to claims submitted for insurance benefits.  I understand I am responsible for all costs of  dental treatment.
Signature of Patient or Parent______________________________________________ Date_______________________

AUTHORIZATION TO PAY BENEFITS TO DENTIST – I hereby authorize payments directly to Drs. Robert and Sharon Biggs of the           group insurance  benefits otherwise payable to me.
Signature of  Insured Person_______________________________________________Date______________________

