
Welcome
2227 W. First St

Santa Ana, Ca 92703
(714)547-2814

PATIENT INFORMATION

Name_________________________________________________________________________________________________

Birthdate_________________________________ Sex: M F S.S.# ______________________________________

Check appropriate box: □ Minor □ Single □ Married □ Divorced

Address_______________________________________________________________________________________________

City_______________________________________________________ State__________________ Zip_________________

Cell Phone :________________________________________________ Home Phone________________________________

E-mail address: ________________________________________________________________________________________

Referred by____________________________________________________________________________________________

Authorization to release dental information □ Yes □ No

Authorized Person____________________________________________ Relation with Patient _________________________

In case of Emergency notify: ____________________________________________________ Phone #___________________

Relation with Patient:_________________________________________________________________

RESPONSIBLE PARTY

Name of Insured_________________________________________________________________________________________

Relationship to Patient____________________________________________________________________________________

Birthday ________________ S.S.#_______________________ Phone#_______________________ DL#_________________

Address________________________________________________________________________________________________

City________________________________________________ State_________________ Zip__________________________

DENTAL INSURANCE INFORMATION

Name of Insurance Company____________________________________________ Phone #____________________________

Name of Secondary Insurance___________________________________________ Phone #____________________________
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