
RESPONSIBLE PARTY INFORMATION
(The person who is signing these forms)

PARENT/GUARDIAN INFORMATION

DENTAL INSURANCE INFORMATION
(If there is different insurance for multiple patients ask for an additional insurance form)

Parent/Guardian Information 
 
Father’s Name: _______________________________________

First Last          M.I.
Street Address: _________________________________________ 
PO Box: _______________________________ 
City: ____________________________ St: _______  Zip: _______

Home Phone: (____)_______________
Work Phone: (____)________________
Cell Phone: (_____)________________

Birth Date: ____/____/____  
Social Security Number: _______-______-________ 
DL # : ________________________

 
First Name: ________________________Last Name: ______________________________Middle Initial: _____

    Street Address: _______________________________________ PO Box: _______________________________ 

                                     City: ____________________________ St: _______  Zip: ____________

Home Phone: (___)______________Work Phone: (___)______________Cell Phone: (_____)_______________

Birth Date: ____/____/____ Social Security Number: ___________________ DL # :______________________

Parent/Guardian Information 
 
Mother’s Name: _______________________________________

First Last             M.I.
Street Address: _________________________________________ 
PO Box: _______________________________ 
City: ____________________________ St: _______  Zip: _______

Home Phone: (____)______________
Work Phone: (____)_______________
Cell Phone: (_____)_______________

Birth Date: ____/____/____  
Social Security Number: _______-______-________ 
DL # : ________________________

Emergency Contact

Name:
 ________________________

Relationship to Patient:
 ________________________

Phone #:
 ________________________

Primary Insurance

Policy Holder’s Full Name: ___________________________________________ SS#: _______-______-________   Birth Date: _______/_____/_________

Policy Holder’s Relationship to Patient(s) _______________________

Employer: _________________________  Ph#_____________________ Address: _________________________ City: ____________ St: _____ Zip ________

Insurance Company: ________________________ Ph # ________________ Address: _________________________ City: __________ St: _____ Zip: ________

Subscriber’s ID #: ________________________ Group #: _________________________

Secondary Insurance

Policy Holder’s Full Name: ___________________________________________ SS#: _______-______-________   Birth Date: _______/_____/_________

Policy Holder’s Relationship to Patient(s) _______________________

Employer: _________________________  Ph#_____________________ Address: _________________________ City: ____________ St: _____ Zip ________

Insurance Company: ________________________ Ph # ________________ Address: _________________________ City: __________ St: _____ Zip: ________

Subscriber’s ID #: ________________________ Group #: _________________________

*** HOW DID YOU HEAR ABOUT OUR OFFICE? ***
Office: _____________________      Friend: __________________________   

Drive-by     Insurance      Other: ___________________________
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