
 
18695 Stage Run 
Parker, CO 80134 
303-841-8600 

 

PATIENT INFORMATION 

Date: ____________________ 

Cell Phone Number: (______)-_________________   

Alternative Number: (______)-_________________  Type? � Work � Cell � Home  

Name _____________________________________________________ Birthdate_______________ 
Last     First   Middle Initial 

 

Sex    � M    � F  � Married  � Widowed  � Single  � Minor  � Separated  � Divorced  

Social Security Number: _______________________ E‐mail: _____________________________________ 

Address: ________________________________________________________________________________ 

City____________________________________________ State____________ Zip____________________ 

 

Patient Employer/School: _______________________________ Occupation: ________________________ 

Employer/School Address_______________________________ Employer/School Phone (___)-_________ 

 

Whom may we thank for referring you? _______________________________________________________ 

Or, how did you hear about us? ______________________________________________________________ 

In case of emergency who should be notified? _______________________ Phone (______)-______________ 

             _______________________ Phone (______)-______________ 



 

pg. 2 
 

 

PREVIOUS DENTAL INFORMATION 

Former Dentist Name: __________________________ Last dental visit: ____________________________ 

Former Dental Practice Contact Information: ___________________________________________________ 

CURRENT ACCOUNT INFORMATION 

 
Person Responsible for Account _____________________________________________________________ 

Last   First   Middle Initial 

Relation to Patient _________________ Birthdate________________ Soc. Sec. #______________________ 

Responsible Party Employed by______________________________ Phone (______) -__________________ 

Business Address____________________________________ Business Phone (______) -_______________ 

DENTAL INSURANCE INFORMATION 

 

Subscriber Name: _______________________ Birthdate: ______________ Soc. Sec. # ________________ 

Employer: ________________________________ Insurance Company Name: _______________________ 

Member Id#_____________________ Group # ___________________ Group Name: __________________ 

Family Plan:  � Yes   � No Please List Dependents:        

              

 

ADDITIONAL DENTAL INSURANCE INFORMATION  

 

Is patient covered by additional insurance? �Yes �No 

Subscriber Name: _______________________ Birthdate: ______________ Soc. Sec. # ________________ 

Employer: ________________________________ Insurance Company Name: _______________________ 

Member Id#_____________________ Group # ___________________ Group Name: __________________ 

Family Plan:  � Yes   � No Please List Dependents:        


