LAKE FAMILY DENTAL - Patient History Form
Responsible Party Name: ____________________________________________________Date: ______/_______/______

Address: ______________________________________City/State: _______________________________Zip: _________

Home #: (______)______________    Work # (________)____________________ Cell # (________)_________________

Email Address: _____________________________________ DL# ____________________________________________

Birthdate: _____/______/_______    SSN#_________-________-__________  Male: ________   Female: __________

Employer & Address: ________________________________________________________________________________

Spouse Name: ______________________________________________________Birthdate: _______/_______/________

SSN #___________-_______-____________                 Cell #: (_________)___________________________

Work #: (_________)____________________________

Employer & Address: ________________________________________________________________________________

Whom may we thank for referring you? __________________________________________________________________

 Dental Insurance Information
(The relationship is between you, the patient, and your insurance company. It is not between you and the provider. We do make every effort to help you understand your insurance benefits. )

Primary Dental Insurance: ________________________________________________ Group # _____________________

Address: ______________________________________________________________ Phone # _____________________

Employer: ____________________________________________________________

Insured’s Name: ______________________________________________________ Member ID# ___________________

Insured’s Birthdate: _______/________/___________    Relationship: _______________________________


Secondary Dental Insurance: _____________________________________________ Group # _____________________

Address: ______________________________________________________________ Phone # _____________________

Employer: ____________________________________________________________

Insured’s Name: ______________________________________________________ Member ID# ___________________

Insured’s Birthdate: _______/________/___________    Relationship: _______________________________


In the event of an emergency, is there someone who lives near you that we should contact?

His/Her Name: ________________________________________________ Relationship: __________________________

Home #: (______)______________    Work # (________)____________________ Cell # (________)_________________

	I understand that the information I have given today is correct to the best of my knowledge. I also understand that this information will be held in the strictest confidence and it is my responsibility to inform this office of any changes in my medical status. I authorize the dental staff to perform any necessary dental services that I may need during diagnosis and treatment with my informed consent.  I also understand I am responsible (regardless of my insurance) for any charges incurred from services rendered. 

Signature: ________________________________________________________ Date: __________/________/_________
